The New England 
Journal of Medicine 


VOLUME 201 OCTOBER 31, 1929 NUMBER 18 
Che Massachusetts Medical Society 
PROCEEDINGS OF THE COUNCIL 

STATED meeting of the Council was held in Hayden 

John Ware Hall, Boston Medical Library,| = 
Wednesday, October 2, 1929, at 12 o’clock, noon. C. A. Rowe R. I. Lee 
The President, Dr. Robert B. Greenough of Bos- Victor Safford G. A. Leland 
ton, was in the chair and the following 145 R. D. Schmidt J. H. Means 


Councilors present: 


BARNSTABLE HAMPSHIRE 
S. M. Beale, Jr. F. E. O’Brien 
L. O. Whitman 
BERKSHIRE 
M. S. Eisner MippLEsEX EAst 
Henry Colt F. T. Woodbury 
H. J. Downey A. R. Cunningham 


C. E. Montague 
Bristot Nortu 


A. R. Crandell MIDDLESEX NorTH 


F. A. Hubbard A. G. Scoboria 
J. L. Murphy J. A. Gage 
J. H. Lambert 
Bristo. SoutH T. A. Stamas 


G. L. Richards 


R. B. Butler MIDDLESEX SOUTH 

E. F. Cody Fresenius Van Niiys 

EB. F. Curry E. A. Andrews 

. D. Gardner C. F. K. Bean 

ss E. H. Bigelow 
Essex Nortu A. H. Blake 

R. L. Toppan W. T. Burke 

E. S. Bagnall W. H. Crosby 

J. F. Burnham H. H. Flagg 

H. F. Dearborn L. H. Jack ‘ 

A. P. George Josephine D. Kable 

T. R. Healy A. A. Levi 

F. S. Smith Edward Mellus 

W. D. Walker C. E. Mongan 


J. P. Nelligan 


Essex Sournu Dwight O’Hara 


J. A. Bedard W. A. Putnam 
F. W. Baldwin H. L. Seavey 
Cc. L. Curtis EK. H. Stevens 
J. F. Donaldson A. K. Stone 
W. T. Hopkins H. W. Thayer 
P. P. Johnson NORFOLK 
J. F. Jordan S. F. McKeen 
C. H. Phillips F. G. Balch 
A. N. Sargent A. S. Begg 
R. E. Stone D. N. Blakely 
J. W. Trask F. A. Bragg 
W. L. Burrage 
FRANKLI D. G. Eldridge 


N 
R. A. McGillicuddy Cc. B. Faunce, Jr. 


W. A. Griffin 
HAMPDEN J. B. Hall 
J. M. Birnie G. W. Kaan 
M. B. Hodskins W. C. Kite 
S. A. Mahoney E. B. Lane 
A. G. Rice W. A. Lane 
G. L. Steele Olga C. Leary 


J. L. Sullivan 
H. F. R. Watts 


Richard Metcalf 
Michele Nigro 


W. A. White A. K. Paine 
W. H. Young W. S. Parker 
G. C. Shattuck 
NorrotkK SoutH W. R. Sisson 
F. E. Jones 


Robert Soutter 


N. R. Pillsbury Conrad Wesselhoeft 


C. A. Sullivan 


WORCESTER 

PLYMOUTH W. E. Denning 

T. H. McCarthy W. P. Bowers 

W. G. Brown L. R. Bragg 

J. J. McNamara P. H. Cook 

G. A. Moore W. J. Delahanty 

A. C. Smith G. A. Dix 

G. E. Emery 

SUFFOLK M. F. Fallon 

Lincoln Davis Homer Gage 

A. E. Austin David Harrower 

J. W. Bartol A. W. Marsh 

Horace Binney E. C. Miller 

W. B. Breed E. H. Trowbridge 

David Cheever F. H. Washburn 

A. L. Chute 

FJ. Cotton S. B. Woodward 

A. H. Crosbie WORCESTER NorTH 

G. S. Derby . R. Dame 

R. L. DeNormandie W. E. Currier 


W. H. Ensworth 
R. B. Greenough 


C. H. Jennings 
A. F. Lowell a 


The minutes of the last meeting were read in 
abstract by the Secretary, and as there were no 
corrections or omissions noted they were ac- 
cepted as printed in the Proceedings. 

The President made the following remarks: 


REMARKS OF THE PRESIDENT 


In assuming the duties of President of this 
Society I am fully conscious of the difficulties 
under which I labor by reason of my lack of 
familiarity with many of the issues which have 
occupied the attention of the Council in the past. 
I have endeavored, however, to inform myself in 
regard to these matters, and perhaps because of 
the fact that I had no previous knowledge or 
bias, I am struck by the fact that some of the 
present points at issue have not as yet been 
brought to an entirely satisfactory solution. It 
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will be my purpose to aid the Council to obtain 
such parliamentary discussion of these matters 
as may be needed to ensure a wise and fair de- 
cision in the manner provided by the By-Laws 
of the Society, viz.: By the vote of the Council. 

My first duty is the sad one of reporting to 
you the deaths of three councilors of the So- 
ciety: Dr. Alonzo G. Hurd, of Millbury; Dr. 
Samuel Crowell, of Dorchester; and Dr. James 
S. Stone, of Framingham. 


Dr. Alonzo Gordon Hurd, of Millbury, a coun- 
cilor of this Society, died on June 28, 1929, 
aged 59. 

Dr. Hurd was a graduate of the University of 
Pennsylvania School of Medicine, in the class of 
1895. He held many offices of trust in his com- 
munity, and served as a councilor of this Society, 
as a representative of the Worcester District for 
many years. 


Dr. Samuel Crowell, of Dorchester, a coun- 
cilor of this Society, died on July 17, 1929, at 
the age of 71. 

Dr. Crowell graduated from the Harvard 
Medical School in 1885 and devoted himself to 
Gynecology and Abdominal Surgery; serving on 
the staff of the Woman’s Charity Club Hospital, 
‘and of the New England Baptist Hospital. He 
was also Consulting Surgeon to the Soldiers’ 
Home, in Chelsea. Dr. Crowell was active in 
the patriotic societies, a past president of the 
Boston Chapter, Society of Sons of Mayflower 
Descendants. He gave long and faithful serv- 
ice to the Massachusetts Medical Society as a 
councilor and as a member of the Committee on 
Membership and Finance, and was a past presi- 
dent of the Norfolk District. 


Dr. James Savage Stone died in Framingham, 
September 28, 1929, at the age of 61. 

He graduated from Harvard College in 1889, 
and received the A.M. and M.D. degrees from 
Harvard in 1894. He served as a house officer 
at the Massachusetts General Hospital. When 
he retired in 1928, he was a Visiting Surgeon to 
the Children’s Hospital, and had held staff ap- 
pointments in the West End Nursery and In- 
fants Hospital, the Boston Dispensary, the 
House of the Good Samaritan, and the Carney 
Hospital; and was Consulting Surgeon to the 
Floating Hospital and to the Framingham Hos- 
pital. 

During the World War, Dr. Stone was Sur- 
geon-in-Charge of the Base Hospital, at Camp 
Jackson, South Carolina, where he devoted him- 
self unsparingly to the service. While there he 
survived by a very narrow margin an attack of 
cerebro-spinal meningitis. 

For the past twelve years Dr. Stone has been 
closely identified with the administration of the 
Massachusetts Medical Society, serving on the 
important committee on State and National Leg- 
islation. He was President of the Society from 
1925 to 1927, and by a most fortunate arrange- 
ment was able to continue his service in the posi- 


tion of Executive Assistant until June, 1929, 
when he was compelled by ill health to offer his 
resignation. 

By his forceful and genial address, he was 
able to present the aims and objects of the So- 
ciety to the Fellows and to the public in a most 
effective manner, and he became one of the most 
universally loved and respected officers of the 
Society, as well as one of the stoutest champions 
of its interests, and of its efforts to protect the 
health and welfare of the citizens of Massachu- 
setts. 


Malpractice Insurance. 


Owing to the fact that the matter was con- 
sidered while the Council was in ‘‘ Executive 
Session’’, and on this account was omitted from 
the published proceedings of the Council, some 
uncertainty appears to exist in the minds of the 
Fellows of the Society as to the action taken by 
the Council in regard to Malpractice Insurance 
at the meeting June 11, 1929. The facts are as 
follows: A report was submitted signed bv all 
three members of the Committee on Malpractice 
Insurance, stating that they felt that their work 
was done with the submission of the Majority 
and Minority reports in June, 1928, and that un- 
less the vote passed at that time, accepting the 
Minority report and rejecting the Majority re- 
port were reconsidered, they asked to be dis- 
charged. 

The Majority report of 1928 recommended 
that no one Insurance Company be endorsed by 
the Society, but that the field for Malpractice 
Insurance be left open to all reputable com- 
panies. The Minority report advocated con- 
tinuance of the existing designation of the U. S. 
Fidelity and Guaranty Company of Baltimore, 
as the official Insurance Company recommended 
by the Society and the institution of an active 
campaign to procure a greater number of policy 
holders in this company. As I have stated, the 
Majority report was rejected and the Minority 
report was accepted by vote of the Council on 
June 5, 1928. 

At the Council meeting June 11, 1929, when 
a new unanimous report of the Malpractice In- 
surance Committee was presented it was moved 
and voted that the action of the Council accept- 
ing the Minority report of 1928 be rescinded. 
This left the matter open, and it was then moved 
that the Majority report of 1928 be accepted 
(abrogating the exclusive recommendation of 
the U. S. Fidelity & Guaranty Co.). The only 
discussion of this matter was the statement by 
the Chairman of the Malpractice Insurance Com- 
mittee calling attention to the fact that such 
action would bring to an end the exclusive 
recommendation of the U. 8. Fidelity & Guar- 
anty Co. The motion was then duly seconded 
and carried. 

In this connection it may be said that the 
chief reason for the selection and endorsement 
of a single company which existed in 1921 at 
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the time this action was voted by the Council, 
was the fact that a group form of Insurance was 
offered by this company. In November, 1923, 
the group form of insurance was abandoned by 
the U. S. Fidelity & Guaranty Co. and individual 
policies substituted. Although by this move the 
occasion for a continuance of the exclusive 
recommendation of this Company was done 
away with, and in spite of the fact that many 
Fellows of the Society, in opposition to this 
recommendation preferred to insure in other 
companies, no action was taken to abrogate the 
exclusive recommendation until this meeting of 
the Council in June, 1929. 

As it now stands the Massachusetts Medical 
Society recommends that its Fellows take out 
Malpractice Insurance in any good company. It 
also provides, through its Malpractice Defence 
Committee to supply legal service in defence of 
alleged Malpractice Suits against its Fellows, 
and again, through its Committee on Malprac- 
tice Defence provides for further investigation 
of the whole situation, with a view to discourag- 
ing and preventing such suits. In this respect 
the Committee has been authorized to employ a 
paid investigator, and an appointment for this 
position is under consideration. 


Clinics and Health Associations. 


The steady advance of medical knowledge has 
brought about profound changes in medical 
practice in the past twenty years, and promises 
to bring other changes in the years to come. The 
medical profession must be ready to meet these 
new conditions and to adapt itself to them as 
they arise. Of all the resources now available 
in this community to maintain the health and 
happiness of its people, the practicing physician 
is by all odds the most important factor. Thus 
it was found that for every single patient who 
sought advice in regard to Cancer during the 
educational campaign carried on in Massachu- 
setts in 1928, 22 patients consulted private phy- 
sicians in their offices, in regard to this disease. 
This being the case reliance must be placed on 
the private physician to continue his service to 
the community and he must be aided and pro- 
tected in the performance of these functions. 

With the advances that occur in medical 
science, opportunity develops for improvement in 
the diagnosis and treatment of disease, and a 
large group of special clinies has thus developed. 
some connected with existing hospitals, some 
sponsored by Public Health Agencies, and some 
by the private initiative of public-spirited lay- 
men, acting under the advice of physicians 
especially qualified in special branches of medi- 
eal knowledge. This movement may be said to 
have started with the tuberculosis clinics where 
the initiative was undoubtedly supplied by the 
educated public, organized under the general in- 
struction and supervision of members of the 
medical profession, who in their own work ap- 
preciated the opportunity for improvement in 


diagnosis and treatment, and the possibility of 
prevention of this formidable disease. No one 
who looks at the results accomplished by these 
methods can fail to admit that the public as well 
as the medical profession have benefitted vastly 
by this movement, and this work, which was 
started largely by private enterprise, has now to 
a great extent been taken over and made per- 
manent by the recognized authorities, as a part 
of the activities of the Department of Public 
Health. The existence of these special clinics, 
however, together with the development of other 
Health Agencies, Industrial Medical Services, 
Life Extension Institutes, ete., is regarded by 
many practicing physicians as threatening their 
existence, and indeed, the conduct of some of 
these health agencies has frequently been such 
as to justify the physician in his anxiety. Such 
agencies, however, are undoubtedly supported by 
public opinion, and are looked upon as a definite 
advance in the protection of the public health. 
It would seem, therefore, that some re-adjust- 
ment is required, which should permit the con- 
tinuance of the good features of the special 
clinics and health associations while avoiding 
those features of their activities which have 
proven detrimental to the functions of the phy- 
sician in private practice. 

It is not improbable that a change of point of 
view is necessary on the part of the physician in 
private practice. When service is supplied by 
the State, such as is given by the Wassermann 
Laboratory, the free diagnosis of pathological 
material, or the preparation and distribution of 
diagnostic and therapeutic toxins and anti- 
toxins, the practicing physician is immediately 
prepared to avail himself of these services in the 
best interests of his patient. His attitude toward 
diagnostic clinics, such as the special cancer 
clinies, which have been organized under the 
State Department of Public Health, is also 
friendly, and he is glad to bring or send his pa- 
tients to these clinies for advice. This is due in 
part perhaps to the fact that such clinics have 
been organized only in cities where the local 
medical organization was prepared to offer its 
co-Operation and indeed assume the chief re- 
sponsibility for the conduct of the clinic. When 
it comes to some of the other health agencies, 
this element of co-dperation of the local profes- 
sion has not always been secured, and again the 
conduct of these clinics and health agencies has 
not always conformed to the principles of medi- 
eal ethics which govern the conduct of the phy- 
sician in private practice. 

I believe that the time has come when a com- 
mittee should be appointed, authorized to 
investigate this subject and to report back to the 
Council such recommendations in regard to the 
relations of the physician in private practice, to 
the health agencies, and of the health agencies, 
to the physician in private practice, as would 
bring about a better understanding, and a far 
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greater co-dperation between them than appears 


to exist at present. 

Dr. Roger Lee will present a motion relative 
to this matter later in the meeting. The next 
item of business before the Council is the reports 
of Committees. 


Dr. E. P. Hayden, Suffolk, Chairman, pre- 
sented the report of the Committee of Arrange- 
ments for the next annual meeting in Plymouth. 


REPORT OF THE COMMITTEE OF ARRANGEMENTS 


In connection with the next Annual Meeting of the 
Society, preliminary arrangements are under way. 
A Local Committee has been appointed by Dr. Thomas 
H. McCarthy, President of the Plymouth District 
Society, to consist of the following members: 


Edgar D. Hill, Chairman Plymouth 


Wilfred G. Brown Plymouth 
Nathaniel K. Noyes Duxbury 
Charles G. Miles Brockton 
John J. McNamara Brockton 
John P. Shaw Brockton 
Thomas H. McCarthy Brockton 
William E. Curtin Plymouth 


The Local Committee, themselves, decided to increase 
their number by the addition of Dr. Halsey B. Loder, 
Dr. Delbert L. Jackson and Dr. Francis D. Donoghue 
of Boston, all of whom have summered at Plymouth 
for many years and are frequent visitors to the 
Plymouth District meetings and are keenly inter- 
ested in the town. 

A week ago Dr. Hill gave a dinner to the Commit- 
tee in Plymouth at which I was present. Despite the 
months intervening before the Meeting, the Commit- 
tee is full of energy and very enthusiastic over the 
prospect of entertaining the Society in Plymouth. 

The Council, at its last meeting, voted, according 
to the terms of the By-Laws, to hold the meeting on 
Tuesday and Wednesday, June 10 and 11. The Local 
Committee is very anxious to have these dates 
changed to June 17 and 18 because the hotels will not 
be open as early as the 10th and also the boat to 
Plymouth will not be running at that time. On the 
other hand, they are certain that there will be no 
difficulty in this respect on the 17th and 18th. It is 
quite obvious that the hotel accommodations are an 
essential pre-requisite for the Meeting and I, there- 
fore, recommend that the dates be changed. 

Headquarters will be in the center of Plymouth, 
either at the Hotel Samoset or in one of three halls 
close by. Section meetings can be adequately accom- 
modated in these halls. Memorial Hall has a capacity 
of 3000 with sizable anterooms, the Armory has a 
capacity of 1000 and Masonic Hall 300. The Hotel 
Pilgrim, just on the outskirts of the Town, is very 
attractively situated and close by the golf links. The 
Hotel Mayflower is well placed seven miles from 
Plymouth, on the shore. All indications are that 
the Meeting will be most pleasant in every way, for 
the Committee is determined to make it so. We feel 
that, because of the charming location of Plymouth 
and its great historical interest, many more of the 
wives of the Fellows of the Society may be induced 
to accompany their husbands to this Meeting. The 
Committee guarantees them a pleasant two or three 
days and are making plans especially to entertain 
them. More publicity in this respect will appear dur- 
ing the winter. 

Respectfully submitted, 


E. P. Haypen, Chairman. 


This was discussed by Dr. T. H. MeCarthy of 
- Plymouth, Dr. A. H. Crosbie and Dr. David 
Cheever of Suffolk. The report with its recom- 


mendations was accepted with a change of dates 
from June 10 and 11 to June 17 
without dissent. 

Dr. E. W. Taylor for the Committee on Pub- 
lications said that that committee had chosen Dr. 
Carroll Everett Edson of Denver, Colorado, as 
the Shattuck Lecturer for 1930. 

Dr. D. N. Blakely, Norfolk, read the reports 
of the Committee on Membership and Finance, 
(1) on Membership and (2) on Finance, and 
each was duly accepted and its reeommendations 
adopted by unanimous vote. 


REPORT OF COMMITTEE ON MEMBERSHIP AND FINANCE, 
ON MEMBERSHIP 


Your Committee makes the following recommenda- 
tions as to membership: 


1. That the following named four (4) Fellows be 
allowed to retire under the provisions of Chapter I, 
Section 5, of the By-Laws: all on December 31, 1929. 
1. Bailey, Marshall Henry, Norwell. 

2. Burns, Hiram Hutchins, Plymouth. 
3. Cox, Ann Caroline, North Weymouth. 
4. Twitchell, George Pierce, Greenfield. 


2. That the dues of the following named Fellow 
be remitted under the provisions of Chapter I, Sec- 
tion, 6, of the By-Laws: 

1. Saunders, Sallie Harding, Boston. (1927, 1928 
and 1929.) 


3. That the following named twelve (12) Fellows 
be deprived of the privileges of fellowship, under the 
provisions of Chapter I, Section 8, (a) and (b), of 
the By-Laws: 

1. Atkins, Samuel Maurice, Waterbury, Conn. 
2. Burnett, Nathan Lowe, Cambridge. 

3. Byrnes, Leo Augustine, Holyoke. 

4. Camfill, Robert Emmet, Springfield. 
5. Clark, John Donovan, Abington, Conn. 
6. Doherty, Francis Joseph, Boston. 

7. Foster, George Benjamin, Lynn. 

8. Lynch, James Joseph, Brighton. 

9. Olson, Bertha Catherine, Worcester. 
10. Piasta, Peter Ferdinand, Dudley. 

11. Riley, John Henry, North Adams. 

12. Youngberg, Paul Philip, Moline, Il. 


4. That the following named two Fellows be al- 
lowed to change their membership from one District 
Society to another without change of legal residence, 
under the provisions of Chapter III, Section 3, of the 
By-Laws: 


Two from Norfolk to Suffolk 
1. Kaufman, Aaron, Brookline. 
2. Sylvester, Charles Porter, Boston. 


Davip N. BLAKELY, Chairman. 


REPORT OF COMMITTEE ON MEMBERSHIP AND FINANCE, 
ON FINANCE 


At the annual meeting of the Council, last June, 
the Committee to Co-dperate with the Committee on 
the Massachusetts Bay Tercentenary, Inc., recom- 
mended (A) that the Massachusetts Medical Society 
publish a small pamphlet as a guide to the larger 
medical institutions of the Commonwealth, and that 
$200 be appropriated for this purpose, and also 
(B) that a Tercentenary volume be prepared showing 
the history of medicine in Massachusetts and its 
progress, and that $1500 be appropriated for this 
purpose. The Council accepted the report as one 
of progress and endorsed the recommendations. The 


Committee on Membership and Finance recommends 


and 18, 1930, 
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that these sums, namely, $200 and $1500, be appro- 
priated at this time for the publication of the guide 
to medical institutions and the volume showing the 
history of medicine in Massachusetts. 

Your Committee recommends further that a special 
appropriation of $100 be made for the use of the 
Section of Obstetrics and Gynecology to aid in con- 
tinuing its study of obstetrical problems and its edu- 
cational program. 

And, finally, that the annual assessment for 1930 
be $8 for Resident Fellows, and $6 for Non-Resident 
Fellows. 

Davip N. BLAKELY, Chairman. 


The Secretary read the report of the com- 
mittee appointed in June to consider the peti- 
tion of W. Porter Pratt of Quincy for restoration 
to the privileges of fellowship and it was ac- 
cepted recommending that he be restored under 
the usual conditions. On nomination by the 
President the following committees were ap- 
pointed by vote of the Council to consider and 
report on petitions of these men to be restored : 


Cc. E. Jennings 
For S. J. Benoit J. A. Barton 
F. M. McMurray 


A. E. Austin 
For G. J. Rubin Conrad Wesselhoeft 
W. S. Parker 
E. H. Stevens 
F. W. Rice 
| George McKee 
H. L. Smith 
For S. J. Paul G. L. Schadt 
Salvatore Sannella 


For E. S. Dow 


On nomination by the president, Dr. C. H. 
Hare and Dr. C. S. Butler were appointed an 
Auditing Committee to audit the Treasurer’s 
books for the current year, and in a similar man- 
ner Dr. G. Philip Grabfield and Dr. Maurice 
Fremont-Smith were appointed delegates to the 
eleventh decennial United States Pharmacopoeial 
Convention to be held in Washington, D. C, 
May 13, 1930. 

Dr. F..G. Balch, Norfolk, Chairman, presented 
the following report of the standing Committee 
on Malpractice Defence, and on motion duly put 
and seconded it was accepted without dissent. 


REPORT OF THE COMMITTEE ON MALPRACTICE DEFENCE 


Your committee has not met since our last report 
last June. Such questions as seem to necessitate the 
opinion of the whole committee have been settled 
by correspondence. A few suits have been brought 
against Fellows in the defense of which the aid 
of the Society was asked. In one of these cases, the 
person applying was not a Fellow at the time of 
the action causing the suit. In the other cases, the 
matter has been handed over to the attorneys for the 
Society. 

At the meeting in June the Council voted that a 
paid investigator might be employed under the juris- 
diction of your Committee on Malpractice Defence 
and appointed a committee of three consisting of the 
president of the Society, chairman of the Standing 
Committee on Membership and Finance, and chair- 
man of the Committee on Malpractice Defence for the 
development of a scheme for the employment of such 
an investigator and to recommend the amount of his 
salary. After a meeting with your president, I wrote 


to the counsel for the two companies doing most of 
the insurance in Massachusetts the following letter: 

“As you may remember, I am chairman of 
the Malpractice Committee of the Massachu- 
setts Medical Society. There has been a lot 
of talk, as you probably know, in the last few 
years about the increasing number of suits 
brought against medical men and some of the 
doctors are getting pretty restless. Our com- 
mittee was appointed to try to diminish the 
number of these suits and at the last meeting 
of the medical society in June, the council 
voted “that a paid investigator may be em- 
ployed under the jurisdiction of the Commit- 
tee on Malpractice Defence” and it was voted 
“to leave to a committee of three consisting 
of the president of the Society, the chairman 
of the Standing Committee on Finance, and 
the chairman of the Standing Committee on 
Malpractice Defence the duty of developing 
a scheme for the employment of such an in- 
vestigator and of recommending to the Coun- 
cil the amount of his salary”. There has 
always been a great deal of question in my 
mind just how this paid investigator could 
be used. He could attend all the trials of 
men for alleged malpractice and sift the tes- 
timony of the medical witnesses without in- 
terfering with the lawyers but certain men 
of the Society would like to see him go fur- 
ther. The duties of the Committee expressly 
state that “in specific instances it shall take 
council with both plaintiff and defendant in 
threatened suits”. Personally, I have a very 
distinct feeling that any such action would 
be interfering with the lawyers in the case 
and what I should like from you is how far 
you feel such a paid investigator could be 
of help in preventing suits. I should be very 
glad if you could let me have your opinion 
on this before the next meeting of the Coun- 
cil which takes place on October 2nd. I will 
come and see you if that will help.” 


I heard from counsel for both companies and they 
have made some suggestions for the duties of such 
a paid investigator. It seems to President Dr. R. B. 
Greenough, that very possibly these duties can be 
performed by the executive assistant to the presi- 
dent. Among his other duties might be the securing 
of copies of doctors’ evidence in all malpractice suits 
brought in this state. In cases where testimony 
obviously contrary to the facts is given, he could 
recommend that the person giving it should be 
brought before the Ethics and Discipline Committee 
if a member of the Massachusetts Medical Society, 
or that the evidence be called to the attention of the 
Board of Registration in Medicine if the doctor is 
not a member of the Massachusetts Medical Society. 


Respectfully submitted, 
FRANKLIN G. BALcH, Chairman. 


Dr. T. J. O’Brien, Suffolk, Chairman, read the 
report of the Committee on a Permanent Home 
and it was accepted by vote. 


REPORT OF THE COMMITTEE ON A PERMANENT HOME 


The intensive campaign to raise money for a united 
building and endowment fund of the Boston Medical 
Library, the Massachusetts Medical Society and in 
the interest of public health, was resumed October 1. 
To date the amount pledged totals $172,259. In the 
campaign of 1928 about $18,000 were collected from 
our members. At the meeting of the Joint Campaign 
Committee it was voted to allocate to the Massachu- 
setts Medical Society one-sixth of the amount col- 
lected after all deductions for expenses, and that the 
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Society would pay a rental mutually agreed upon 
to the Boston Medical Library. This was deemed 
to be preferable to co-éperative ownership. By a vote 
of the Council at the Annual Meeting in June, 1929, 
the income of this fund, or any portion thereof, may 
be devoted to the equipment and rental of tempo- 
rary headquarters; but the principal can only be 
expended for the purchase of a permanent home. We 
have been informed that our quarters in the pro- 
posed addition to the Boston Medical Library in the 
Fenway will be ready for occupancy within two years. 

The lease of rooms at 126 Massachusetts avenue 
now occupied by the New England Journal of Medi- 
cine and the Massachusetts Medical Society will ter- 
minate March 1, 1930. Your Committee decided that 
these quarters were unsuited for our present needs 
and that a renewal of the lease was inadvisable. 
We believe that we can sublet some or all of these 
rooms. After inspecting many sites your Committee 
voted to lease for two years commencing September 
238, 1929 the entire fourth floor and half of the third 
floor of a four-story building at 165 Newbury Street 
between Dartmouth and Exeter. The fourth floor 
will be occupied entirely by the New England Journal 
of Medicine and the portion of the third floor by the 
headquarters of the Society with clerical service 
amicably arranged. The selection of these quarters 
has had the approval of the officers of the Society, 
the several Editors of the Journal, the Chairmen of 
several of our standing committees and the members 
of this Committee, after personal inspection. The 
former total space was somewhat less than 1300 
square feet and poorly arranged for our needs, where- 
as we now have about 1500 square feet, well lighted, 
and’ partitioned as requested by us. The total rental 
at 126 Massachusetts Avenue was $1476 yearly; the 
total at 165 Newbury Street will be $1800 for the 
first year and $2000 for the second year, the New 
England Journal of Medicine assuming two-thirds 
of the amount. The space to be used by the Society 
has been partitioned to form two rooms, the larger 
one for committee purposes and the smaller one for 
use of the officers and clerical force. 


There is now ample space for all, and the officers 
and members of the various standing committees 
are urged to hold their meetings and transact their 
business in the spacious quarters now placed at their 
disposal. 


We feel that the well equipped offices and the com- 
petent clerical force will do much to render that 
which is so essential for the welfare and advance- 
ment of our Society, namely “SERVICE”. 

Tuomas J. O'BRIEN, Chairman, 
Committee on Permanent Home. 


Dr. T. H. McCarthy read a report as delegate 
to the last annual meeting of the Rhode Island 
Medical Society (see Appendix No. 1) and the 
Secretary read the report of Dr. C. Guy ane 
as a delegate to the annual meeting of the Maine 
Medical Association in June, 1929. (See Ap- 
pendix No. 2.) The receipt of the report of the 
senior delegate from Massachusetts to the annual 
meeting of the House of Delegates of the Ameri- 
ean Medical Association at Portland, Oregon, 
last July had been unavoidably delayed. The 
Secretary was instructed to include it in the 
Proceedings when it arrived. (See Appendix 
No. 3.) On nomination by the President, duly 
seconded, these Fellows were elected to fill va- 
cancies, under the terms of Chapter IV, Section 
4, of the By-Laws: G. Colket Caner, member of 
the standing Committee on Membership and 


Finance; Frederick Reis, Councilor for Norfolk ; 
J. C. Austin, Councilor for Worcester. 

Dr: R. I. Lee, Suffolk, said that he was in 
agreement with the President in his remarks at 
the beginning of the meeting as to the relations 
between the medical profession and the public 
as regards special clinics, health associations and 
industrial clinics and offered the following 
motion : 


Moved: That a Committee of seven: be ap-— 
pointed by the President to consider the relation 
of the physician in general practice to the special 
clinics, health associations, and industrial clin- 
ics, which have been organized in Massachusetts 
in recent years; to determine the functions 
which each of these agencies can best fulfil in 
the interest of the public health, to suggest such 
modification of conduct as will aid these agencies 
to accomplish these functions, and to recommend 
to the Council, a plan of conduct in accord with 
the code of ethics now accepted by this Society, 
and applicable to the health agencies as well as 
to the physician in private practice; to the end 
that all of these activities may be co-drdinated, 
and that they may be able to continue to work 
happily and effectively in the protection of the 
health of the community. 


Dr. Dwight O’Hara, Middlesex South, Chair- 
man of the standing Committee on Public 
Health, seconded the motion. He said that dur- 
ing the past year he had come into contact with 
representatives of the Massachusetts Central 
Health Council in his capacity as chairman of 
the standing committee of the State Society; he 
had attended some of their conferences and had 
become aware that there is friction between the 
various associations of which the Health Council 
is composed and different physicians, and that 
the Council would welcome any assistance from 
the Massachusetts Medical Society in doing 
away with any misunderstandings. He thought 
the motion an appropriate one. The motion 
being put was passed without dissent. The 
President appointed the following to constitute 
the committee: Dr. Roger I. Lee, chairman; Dr. 
Fresenius Van Niiys, Dr. Brace W. Paddock, Dr. 
Dwight O’Hara, Dr. H. G. Stetson, Dr. John M. 
Birnie, and Dr. George H. Bigelow. 

Dr. P. P. Johnson, Essex South, spoke on the 
question of malpractice insurance. Last June 
the Council reversed its policy of recommending 
one insurance company to its Fellows and 
opened the door to any competing company 
which writes such insurance, by rescinding the 
minority report of the Committee on Insurance 
that had been adopted at the annual meeting of 
the Council, June 5, 1928. He thought that the 
action of the Council last June was unexpected 
and at the time the matter was considered in 
executive session many Councilors were not 
present, therefore he Moved, That the standing 
Committee on Malpractice Defence be instructed 
to consider the question of recommending to the 
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Fellows one insurance company only for mal- 
practice insurance, and to report to the Council. 
Dr. W. P. Bowers, Worcester, called attention 
to the report of the Committee of Seven on the 
Malpractice Situation of which he was a mem- 
ber, given to the Council last June. The com- 
mittee, of which Stephen Rushmore was chair- 
man, had decided that its functions were the 
same as those of the standing Committee on 
Malpractice Defence. The Committee of Seven 
had done a good deal of work and Dr. Rushmore 
had asked him to present some material to the 
Council, the doctor not being a Councilor. Dr. 
Rushmore felt that the parliamentary procedure 
by which the Council had acted was hardly 
proper and parliamentary and that the question 
is open for further discussion. Dr. Bowers read 
a letter from Dr. Rushmore to the Medical Pro- 
tective Company of Fort Wayne, Indiana and 
the answer of the Vice-President of that com- 
pany, Mr. H. W. Ginty. The letter was not 
helpful and evidenced an indisposition to co-dp- 
erate with the committee in furnishing statistics 
of its dealings with its policy holders. Dr. C. E. 
Mongan, Middlesex South, also a member of the 
Committee of Seven, regarded the correspond- 
ence with that insurance company as confi- 
dential; that if the matter was suitable for the 
Council to hear it would have been included in 
the report of his committee last June; he thought 
that the relations between an insurance company 
and its policy holders might not be suitable 
matter to give out to the public—it was a ques- 
tion of policy—in his opinion all insurance 
companies are willing to co-dperate in a fair and 
square manner although they may not be willing 
to divulge the intimate relationships with the 
persons they insure. A Councilor rose to state 
that he thought that some of the information 
was undoubtedly confidential but if similar in- 
formation had been received from other com- 
panies it ought also to be submitted to the house. 
Dr. A. C. Rice, Hampden, Chairman of the 
Committee on Malpractice Insurance, thought 
that the action of the Council last June was 
in no respect unparliamentary. The Chair 
said he had investigated the question at 
some length and could not see the slightest justi- 
fication for the insinuation that any error of 
parliamentary procedure entered into the vote 
which was taken on this matter last June. 

The motion being put there was doubt as to 
the yeas and nays so that a show of hands was 
called for with the result that the motion of Dr. 
Johnson was adopted by a vote of 57 to 51. 

Dr. J. M. Birnie, Hampden, said that the In- 
dustrial Accident law is so worded that pro- 
vision is made for paying the hospital and 
doctor. Now, in regard to the automobile insur- 
ance law no such provision is made. The lump 
sum is paid to the injured person, and it is sup- 
posed that he will pay the hospital and the 
doctor. There is nothing obligatory in the law. 
The result is that in certain communities hos- 


pitals have been deprived of the money to which 
they are entitled; incidentally doctors have not 
received their fees in some cases, so that it jas 
seemed to some who were interested that the law 
should be amended in order that definite ex- 
penditures may be made for hospital payments 
and for doctors’ fees. Therefore he made the 
following proposition in the form of a motion. 
Moved, That the Committee on State and Na- 
tional Legislation of the Massachusetts Medical 
Society in conjunction with the similar commit- 
tee of the Massachusetts Homeopathic Medical 
Society, study the present law providing for 
compulsory automobile liability insurance, and 
take such steps as seem to be advisable with 
respect to the passing of an act which will pro- 
vide that reasonable charges for services ren- 
dered to persons injured in automobile accidents 
by physicians and hospitals, shall be legal claims 
on the funds payable by insurance companies 
for such accidents. 

The motion having been duly seconded the 
question was put and prevailed without dissent. 

There being no further business a motion to 
adjourn was moved, seconded and passed at 
1:43 p. m. 

Water L. Burrage, Secretary. 


APPENDIX TO THE PROCEEDINGS 
OF THE COUNCIL 


APPENDIX NO. 1 


REPORT OF A DELEGATE TO THE 118TH ANNUAL MEETING 
OF THE RHODE ISLAND MEDICAL SOCIETY 
1929 


Following instructions, we attended as your official 
delegate the 118th annual meeting of the Rhode 
— Medical Society held at Providence, June 

ixth. 

This society occupies a building erected in 1912, 
owned exclusively by the corporation of the society. 
Its location is central in the city, fronting the State 
Capitol. The main assembly room would seat be- 
tween four and five hundred. Another room imme- 
diately below this and of the same dimension is used 
as a reading and rest room. The library occupies 
a room 30 x 50 feet and is well supplied with books. 

We learned, by inquiry, that the society has a 
membership of 420; has four meetings a year; pub- 
lishes a medical journal as the official organ; publica- 
tion is made once a month.. 

At the morning session, the report of the secretary 
occupied about 45 minutes; instead of the chairman 
of each committee reading a separate report as is 
customary with the Massachusetts Medical Society, 
it appears this task was delegated to the secretary. 

Delegates were introduced from Maine, New Hamp- 
shire, Connecticut and your delegate from Massachu- 
setts. All spoke briefly. Your delegate complimented 
the local society on its proprietorship of the build- 
ing and the library; that apparently they had an- 
ticipated the Massachusetts Medical Society by seven- 
teen years; he congratulated them on having a jour- 
nal, the official organ of the society. He told them 
the Massachusetts Medical Society has a splendid 
journal, its official orga"; that we prize it, not only 
for the high excellence of its literary articles but also 
for the disseminating of local news relating to the 
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profession. He told them while formerly the Boston 
Medical and Surgical Journal, it is now called the 
New England Journal of Medicine and had been 
adgpted as the official organ of the Vermont and New 
Hampshire Medical Societies and preliminary nego- 
tiations were b-ing taken to have it adopted as the 
official organ of the State Society of Maine. We 
hoped at some time in the not too distant future, 
that by a mutual arrangement the Journal of the 
Rhode Island Medical Society and the New England 
Journal might coalesce; he also hoped it would be 
adopted by the State Society of Connecticut as its 
official organ. It would then be truly the New Eng- 
land Journal of Medicine. Apparently the last state- 
ment of your delegate did not meet with a sympa- 
thetic response as a member of the Rhode Island 
Society, when addressing the meeting, stated in re- 
ply that the Rhode Island Medical Journal did not 
wish to lose its identity for various reasons. 


Three papers were read during the morning ses- 
sion by local members and were of a high order. 
Three papers were also read at the afternoon session 
but on account of professional engagements after the 
luncheon hour, your delegate was obliged to return 
to Brockton. According to the program, the annual 
dinner was to be held at the Biltmore Hotel in Provi- 
dence in the evening and the speaker was to be the 
professor of Medieval History of Princeton Univer- 
sity. 

Respectfully submitted, 
Tuomas H. McCarruy. 


APPENDIX NO. 2 


RevortT OF A DELEGATE TO THE ANNUAL MEETING 
OF THE MAINE MEDICAL ASSOCIATION 
June 25, 1929. 
Dr. Walter L. Burrage, Secretary, 
Massachusetts Medical Society, 
182 Walnut St., Brookline, Mass. 


Dear Doctor Burrage: 


I wish to report to you that I enjoyed the meeting 
of the Maine Medical Association very rhuch, indeed. 
There’ were many courtesies extended to me, and 
I believe that the interchange of delegates in this 
manner does a great deal towards cementing closer 
relations between the two societies. 

On the first day there was an especially good dis- 
cussion of “Certain Aspects of Acute Appendicitis.” 
There was a plea on the part of several speakers 
to carry on a campaign of education among patients 


to have operations earlier and avoid the tragic con- 


sequences of perforation, etc. I was very much 
interested in the address of the President, Dr. F. Y. 
Gilbert, who reviewed matters of organization and 
outlined further beneficial results to be obtained by 
better organization. The papers of our members, 
Dr. L. McKittrick on “Surgical Aspects of Diabetes” 
and Dr. G. Minot on “Treatment of Anaemia,” were 
of decided interest and created considerable valuable 
discussion. On the second day of particular interest 
was the review by Dr. Nichols of 25 years of observa- 
tion in tuberculosis in Maine, and Dr. Sylvester’s 
report on clinical work in asthma. I had not realized 
before that Maine was a pioneer state in instituting 
the reporting of tuberculosis, or that her campaign 
against this disease was so well organized. 


The surroundings of Poland Spring House are, 
of course, delightful, and I enjoyed the whole meeting 
thoroughly. I wish to thank you and the council 
for the privilege of attending this meeting. 

Very sincerely yours, 
C. Guy LANE. 


APPENDIX NO. 3 


REPORT OF THE ANNUAL MEETING OF THE AMERICAN 
MEDICAL ASSOCIATION AT PoRTLAND, OREGON, JULY 8- 
12, 1929 ; 


The annual meeting of the American Medical Asso- 
ciation for 1929 was held at Portland, Oregon, July 8- 
12, inclusive, and was atiended by 3,061 physicians, 
44 of whom came from Massachusetts, and 56 from 
New England, including Massachusetts. This attend- 
ance is about an average attendance when the meet- 
ing is held in the far West or far South, and as it 
naturally would be expected, most of the attendance 
comes from within 1,200 to 1,500 miles of the place 
of meeting. 

The Massachusetts Medical Society was officially 
represented by Dr. J. F. Burnham, Dr. E. F. Cody, 
Dr. C. E. Mongan and Dr. H. G. Stetson of the regu- 
larly appointed delegates, and by Dr. William H. 
Robey, alternate for Dr. Fred B. Lund, and Dr. Phile- 
mon E. Truesdale, alternate for Dr. Roger I. Lee. 
Dr. C. E. Mongan acted as a member of the Reference 
Committee on Legislation and Public Relations. Dr. 
J. F. Burnham as a member of the Reference Com- 
mittee on Monumental Building, and Dr. H. G. Stet- 
son as a member of the Reference Committee on 
Hygiene and Public Health. 


As usual in recent years, the first two days of the 
meetings were devoted to the work of the House of 
Delegates by the members constituting this body, and 
by the remainder to the study of the exhibits of the 
Scientific and Commercial sections. Neither of these 
exhibits was equal, it seems to me, to those shown 
at Minneapolis. I do not recall that I have ever seen 
a better Commercial exhibit, or a better Scientific 
exhibit than those at Minneapolis. This was due to 
a large number of contributors, and also to an un- 
usual opportunity of display. The Portland exhibit 
was good, however, and of great interest and much 
profit to anyone spending the time to go through it 
carefully. 

Unless one has attended recent meetings of the 
Association, one is surprised at the amount of demon- 
strations and exhibits that are carried out and shown 
at these meetings. In the demonstrations I may 
allude to a few that were most interesting and in- 
structive. The exhibit on morbid anatomy with prep- 
aration, staining and mounting of freshly submitted 
specimens of all sorts of things was popular, and 
was constantly surrounded by a large and interested 
group. The exhibit on fractures was with actual 
demonstration of the various methods of treating 
certain kinds of fractures shown on the living models. 
This year there were about fifty men serving in this 
exhibit as demonstrators, and this fifty comprised 
men having special interest and skill in the treat- 
ment of fractures from all over the United States. 
All of the demonstrators were most willing to dis- 
cuss methods, to answer questions, and to give infor- 
mation in regard to the general care of fractures. 
This exhibit has been put on for the past two or 
three years and has been one of the most popular and 
valuable exhibits of the session. One of the most 
interesting exhibits, and one involving a _ great 
amount of work, was that of Dr. Arthur J. Bedell 
of Albany, upon the photographic demonstration of 
the blood vessels of the retina and choroid. This 
exhibit consisted of pictures and lantern slides por- 
traying the blood vessel changes as seen with oph- 
thalmoscope, including embolism, thrombosis, arterio- 
sclerosis, nephritis, hypertension, retinitis pigmen- 
tosa, and syphilitic choroiditis. The exhibit of 
roentgenograms of living extremities following the 
injection of iodized oil into the femoral arteries, 
made with a view toward better diagnosis of the 
sufficiency of arterial supply in the extremities af- 
fected by circulatory disturbance was noteworthy. 
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This was from the Department of Surgery of the 
University of California, and also from the Mayo 
Clinic. 

The pathology of the thyroid gland was shown 
in various ways, and by several exhibitors, with a 
number of pictures and lantern slides. These came 
from the Lahey Clinic, the Department of Surgery 
of the University of California, from the Mason 
Clinic at Seattle, and one or two others. The ex- 
hibits were most instructive to anyone interested 
in the study of the thyroid gland and its disease. 
The exhibits by Lowsley, of lantern slides and pic- 
tures of specimens and lesions of tuberculosis in the 
urinary organs, were also of note. Of more local 
interest was a moving picture exhibit of hernia 
through the diaphragm, showing the mechanism of 
its origin together with the ensuing results in the 
transposition of the abdominal viscera. This was 
by Truesdale of Fall River, an exhibit that was con- 
stantly surrounded by an interested group. It will 
be particularly pleasing to those of us living in New 
England, and particularly in Massachusetts, that this 
exhibit was awarded a gold medal for excellence. 

An exhibit of wax and plaster casts, of conditions 
amenable to plastic surgery, together with the re- 
sults following operative treatment, was also most 
interesting. Together with this was an exhibit of 
wax colored models of various skin lesions. Last, 
but by no means least, was the radiographic illus- 
tration through lantern slides of a multitude of le- 
sions demonstrable by the x-ray, and contributed to 
by a large number of exhibitors under different head- 
ings. I think this Scientific Exhibit is one of the 
most valuable and instructive things offered by the 
Association at these meetings. It has become an 
exhibit requiring a large amount of space, fully 
equal, in fact, to that required by the Commercial 
Exhibit, and the attendance is constantly great. I 
can think of no postgraduate course which one could 
attend in a period of two days that equals this Sci- 
entific Exhibit. It. is well worth the time and ex- 
pense required by any physician interested in his 
profession, provided the meeting is held within rea- 
sonable distance of his residing place. 


On Monday and Tuesday diagnostic clinics were 
held, and clinical lectures were given by recognized 
authorities in their respective fields, and these were 
attended by audiences limited only by the size of the 
hall. The following program will show, to some 
extent, the field covered: On Monday, at 9 o’clock, 
Dr. Henry G. Bugbee of New York, talked for an 
hour upon “Urology.” At 10 o’clock, Dr. William P. 
Murphy, the associate of Dr. George Minot of Bos- 
ton, talked for an hour upon “Pernicious Anaemia 
and Secondary Anaemias;” he was followed at 11 
o’clock by Dr. John O. Polak of Brooklyn, who talked 
for an hour upon “Obstetrics.” In the afternoon, 
Dr. James S. McLester of Birmingham, Ala., spent 
an hour upon “Diet in Disease,” followed at 3 o’clock 
by Dr. Gerald B. Webb of Colorado Springs, Colo., 
who discussed for an hour the subject of “Tubercu- 
losis.” On Tuesday, Dr. A. J. Carlson of Chicago 
spent an hour in speaking about “Ductless Glands,” 
followed for another ‘hour by Dr. Frank H. Lahey 
of Boston, who took up the “Surgical Side of Goiter.” 
In the afternoon Dr. William C. Quinby of Boston 
discussed for an hour “The Present Treatment of 
Renal Stone,” followed by Dr. James B. Herrick of 
Chicago, who talked upon “The Heart” for an hour. 
These talks are most practical and full of meat, and 
are given by men who are. used to talking in public, 
and who can talk well. 


The Literary program was of much the same char- 
acter as at other meetings in the past, and the papers 
were of the same high order in most instances. There 
were 283 papers read and discussed before the fif- 
teen sections, and this gives you some idea of the 
volume of literary food that is arranged and at the 


disposal of those who take the trouble to attend 
these meetings. Fach reader is limited sharply to 
twenty minutes in the presentation of a paper, and 
those taking part in the discussion are also as sharply 
limited to five minutes in what they have to say. 
Those papers that I was fortunate enough to hear 
were practical and of the usual high order, and the 
discussions were, in many instances, concise and 
to the point, and in some instances it became neces- 
sary for the presiding officer to close the meeting 
for lack of time. The field covered was nearly the 
whole range of medicine and all its branches. Of the 
two hundred and eighty-three papers read, thirteen 
came from Massachusetts, and one from Connecticut, 
making fourteen from New England. This certainly 
speaks well for the enthusiasm and energy of the 
medical profession of that small section of the coun- 
try known, as the New England states. 

The reports of the Board of Trustees, of the 
Secretary, of the Auditors, of the Judicial Council, 
of the Council on Medical Education and Hospitals, 
and on Scientific Assembly appear in the Journal 
of July 20 and 25, and should be read by everyone 
interested in the work of the National Association. 
From a study of the Auditor’s report, it appears that 
the American Medical Association has assets of over 
$2,000,000. This comprises Real Estate, Machinery 
& Equipment, Investments, Accounts Receivable, and 
Cash on Hand. The gross earnings of the Journal 
for the year 1928 amounted to nearly $1,500,000. The 
operating expenses were nearly a million, leaving 
net earnings of the Journal for the year of about 
$560,000. The expense of the Association, aside from 
the Journal, amounted to slightly more than four 
hundred thousand dollars, leaving a net income for 
the Association for the year 1928 of $226,461. 

From this it will be seen that the American Medi- 
cal Association is very much of a business organiza- 
tion, and should have a very high class of men as 
its Board of Trustees, who have to do with the man- 
agement of the business part of the Association’s 
work. As a matter of fact nearly all of the Board 
of Trustees are men of this type, and a few of them 
are men of the bigger business sort. One has very 
little idea of the number of undertakings that are 
being carried out by the American Medical Associa- 
tion through its Board of Trustees, and their work 
is constantly increasing. The Association owns a 
large building on North Dearborn Street, in Chicago, 
which, ten years ago, more or less, was more than 
doubled in size, and now this building is not sut- 
ficiently large for the demands put upon it. At the 
Portland session, authority was given by the Board 
of Trustees to purchase additional land in the rear 
of the present building for the purpose of adding 
more space for the Association’s work, and this land, 
when purchased, will probably be built upon within 
two or three years. 

As one looks over the report of the Secretary of 
the Association it is found that Massachusetts has . 
6,242 physicians within its borders, of whom 4,518 
belong to the Massachusetts Medical Society. All 
Fellows of the Massachusetts Medical Society are 
eligible for fellowship in the American Medical Asso- 
ciation, and one would naturally expect that nearly 
all of these would avail themselves of this privilege, 
and become Fellows of the National Organization. 
The Journal itself, as medical publications go, is 
worth the dues of the Association. It ranks with 
the British Medical Journal and The London Lancet, 
for which $8.00 and $10.00 per year are charged for 
subscription. It is something of a surprise when 
one looks at these figures, to find that of 4,518 Fel- 
lows of the Massachusetts Medical Society who are 
eligible to become Fellows of the American Medical 
Association, but 2,983 or 66% have taken the trouble 
to exercise their privilege. One naturally asks, 
“What is the matter with the remaining 34%?” 
“Why do they not come across and join the other 
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two-thirds of the membership as Fellows of the 
largest medical organization in the world?” 

Lest you should feel that I am holding up Massa- 
chusetts as a deplorable example, let me hasten to 
say that it stands third in its Association member- 
ship in New England. In Maine but 49% of the 
members in the State Association are members of 
the National Association. In New Hampshire 54%, 
in Vermont 56%, in Connecticut 67%, and in Rhode 
Island 76%. In the United States as a whole there 
are 98,307 physicians who are members of their 
State Associations, and as such are eligible to fellow- 
ship in the National Organization. Of this number, 
however, but 62,535 have seen fit to become Fellows 
of the American Medical Association. A percentage 
about the same as that shown in Massachusetts. If 
I am correctly informed, more than 90% of the physi- 
cians of the British Empire are members of the 
British Medical Association, a record much more 
favorable than is shown in this country. I do be- 
lieve that Massachusetts should do better in this 
year than she has done in the past. I also believe 
that other States should do better. I am, however, 
a resident of Massachusetts, and I should like to see 
a more active interest taken in the National Asso- 
ciation by the members of the State Society. 

In the consideration of this subject of the support 
of the National Association, the reading of two or 
three sections from the report of Secretary West 
of the American Medical Association may be of in- 
terest, and may also serve to provoke a little thought 
concerning this matter. In his report at Portland, 
Oregon, he says:— 

“There has never been a time when there was great- 
er need for compact and efficient organization of the 
physicians of this country than exists now. Our 
own plan of organization is comprehensive and, in 
most particulars, entirely sufficient, if put into proper 
operation and carried out with reasonable efficiency. 
This cannot be done if the dissipation of effort and 
the conflict of interest occasioned by the existence 
of a multitudinous number of independent medical 
organizations are to be continued. The number of 
these independent groups can be materially reduced 
with benefit to the cause of scientific medicine and, 
consequently, with benefit to the individual physician 


‘and to the public. They are maintained for the most 


part by our own members who can contribute more 
to the common good through county medical society, 
the state medical association, and the American 
Medical Association as the fundamental and neces- 
sary organization of physicians in the United States. 
The inordinate number of medical meetings occa- 
sioned by the existence of so many societies, the 
frequency of hospital staff meetings, on which attend- 
ance is compulsory under rules established by others 
than those who must attend, will sap the vitality 
of the county medical societies and make it impos- 
sible for the regularly organized profession to deal 
with problems that are pressing for solution and 
that cannot be controlled through any other agency. 


“There are problems arising out of more or less 
revolutionary conditions of the times that cannot be 
effectively solved except through the agency of or- 
ganized medicine. There is a great need for well 
considered action on the part of a unified profession 
looking toward the solution of those problems that 
are susceptible of solution through human agency. 
It is equally important that there should be no ill 
considered action in attempting to deal immediately 
and finally with those problems that will be worked 
out only through the process of time. There is need, 
also, for combating the efforts of agitators who set up 
wind mills on which they can break their lances, 
who create great furore over pseudoproblems, and 
thus detract attention from important matters that 
should receive earnest and persistent consideration. 

“The urgent demand of the time is for unified 
action and for expression through a great voice that 
will speak authoritatively for the entire profession 
of medicine in the several states and in the United 
States. This demand can be properly met through 
unity that is possible only as the profession is com- 
pactly organized. Its attention must be centralized, 
without undue division of fealty and without un- 
necessary waste, on those responsibilities and duties 
that naturally devolve on the profession in its or- 
ganized capacity, and that heretofore have always 
been discharged with credit and honor.” 


Respectfully submitted, 
H. G. 
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MASSIVE ATELECTASIS* 


BY CHARLES H. COCKE, M.D., F.A.C.P t 


N this discussion, for the sake of brevity, I am 
assuming the essential unity of massive ate- 
lectasis, whether postoperative, post-traumatic, 
the result of bronchial obstruction within the 
lumen or from without, or from whatever causes, 
for I believe in most essentials the condition is 
fairly uniform in kind, though naturally differ- 
ing in degree. 

The literature on postoperative massive col- 
lapse of the lungs is accumulating with such 
rapidity, and the interest stimulated in its recog- 
nition and cause is becoming so general, it is 
quite well to remember that the condition 
(massive atelectasis), was first described as a 
medical one by W. Pasteur in 1890', who first 
applied the term, ‘*massive collapse of the lung,”’ 
in a series of thirty-four observations of post 
diphtheritic paralysis of the diaphragm, seven of 
which came to postmortem examination, and 
proved to be of this nature. That these were all 
eases of nasal and pharyngeal diphtheria, and 
none of laryngeal, is interesting. Apparently 
his observations created little interest, for it has 
only been since his Bradshaw lecture in 1908, 
before the Royal College of Physicians, and his 
further report in 1914 of a study of the post- 
operative pulmonary complications occurring in 
2,000 abdominal operations, that interest has 
really been focused on this by no means uncom- 
mon,—but as yet not frequently recognized,— 
condition. That this study, as well as that of 
Sir John Rose-Bradford’ on the development of 
the condition as a result of penetrating and 
non-penetrating chest wounds, has stimulated 
our surgical brethren to many observations and 
interesting investigations and reports is greatly 
to their credit. However, since quite a large 
number of cases must pass through the hands of 
the internist, recognized or not, it has seemed 
worth while to call attention to the fact that the 
condition is not necessarily a postoperative or 
post-traumatic one and to put on record such 
observations as one makes, in the hope that some 
synthesizing genius may before long unrevel the 
riddle of its unknown etiology, and thus lead to 
that greatly-to-be-desired end, its prevention. 

I also concur in the suggestion voiced by sev- 
eral that massive atelectasis, true airlessness, of 
the lung is better terminology than massive col- 
lapse. Collapse is so popularly associated with 
the idea of pneumothorax, spontaneous and 
induced, that this condition, which is radically 
different, should not be confused with it. Hab- 
liston*, and others have shown that there is an 
enormously increased negative intra-pleural 

*Presented at the annual meeting of the American Climato- 


logical and Clinical Association, Old Point Comfort, Va., May 
2-4, 1929 


+For record and address of author see ‘“‘This Week’s Issue,” 
page 894. 


pressure in massive atelectasis, while positive 
pressures obtain in pneumothorax. This differ- 
ence, of course, is essential for a proper under- 
standing of the two conditions. In massive 
atelectasis, the lung does not leave the chest wall, 
though the thoracic volume is lessened by reason 
of the elevated diaphragm and sunken and re- 
tracted ribs; and, naturally, the pull is always 
to the affected side. In pneumothorax, massive 
fluid, ete., the reverse situation obtains. 
In pneumothorax, as seen in the first slide, 
in spite of marked compression and _ col- 
lapse, the lung still retains a considerable 
amount of radiolucency. In atelectasis, when 
complete, the radiologie picture is one of prac- 
tically homogeneous density, resembling, say, the 
picture of consolidation from pneumonia. Just 
how much the serum and secretions, which have 
been reported in such abundance in a few re- 
corded postmortem observations, add to the 
radiologie density of a practically solidified lung 
as found in atelectasis, I am unprepared to say. 
It would indeed be carrying insulin to Toronto 
to suggest here a review of the symptomatology 
and diagnosis of this condition, in view of the 
illuminating first presentation before this society 
of the subject by Packard’, at the meeting two 
years ago, and the discussion last year at the 
Washington meeting of intrapleural pressures 
in this condition by Habliston*. And yet a few 
words I feel are necessary as to its incidence. 
Incidence. Packard reported, as you recall, 
six eases of massive collapse, complicating 
chronie pulmonary disease, and commented on 
the extremely few cases reported of its oceur- 
rence in non-surgical conditions. This is jn 
marked contrast to the rapidly expanding num- 
ber of eases reported occurring as a postoperative 
manifestation. However, without access to a 
complete medical library, I have found refer- 
ences to its association with many medical 
conditions. Norris and Landis*, speak of it as 
a complication of pneumonia; and Rose-Brad- 
ford’, gives a postmortem report of such a ease. 
I do not feel that the condition should be con- 
fused with the airlessness of newborn infants 
(congenital occurrence), as my conception of 
massive atelectasis is that of development, either 
suddenly or more chronically, of airlessness in a 
lung, or portion thereof, previously well aerated. 
Diaphragmatic pleurisy has been shown by 
Tidy’, to produce massive atelectasis of an en- 
tire lung; and other observers have noted its oe- 
currence in acute pulmonary abscess (Elwyn’), 
and in purulent bronchitis, while Kletz. N.® re- 
ports a case complicating acute meningitis; and 
Regan, J. C.’°, one complicating acute polio- 
myelitis. Hirschboeck, F. has recently 
given an interesting report of a ‘ease. caused by 
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obstruction of the left bronchus by pressure 
from an aneurysm in the arch of the aorta; 
while Mohler, H. K." , reports two cases of pul- 
monary atelectasis :—one in a case of pneumonia, 
the other in a ease of cancer of the stomach; and 
he likewise remarks on the paucity of case re- 
ports of its actual occurrence in medical condi- 
tions. Wilson, J. L.'*, describes a case of hem- 
optysis in tuberculosis followed by massive 
atelectasis, with recovery of the clot and reinfla- 
tion of the lung after removal of the bronchial 
cast causing obstruction,—certainly a_ rare 
observation. 

While this brief discussion deals primarily 
with the condition known as massive atelectasis, 
undoubtedly varying degress of the condition 
exist from lobular, through lobar, to complete 


chronically developing. in the latter instance, 
it may be evanescent and may be repeated ; and, 
in the foreign body obstruction, migratory. 
Generally, spontaneous cure within two weeks is 
the result in the postoperative cases, while in 
the former it is not relieved save by the removal 
of the obstruction. That there are exceptions, 
and those very difficult of explanation, I shall 
try to show in one of my cases, though it happens 
to be a post-traumatic one. Of the clinical 
identity of the condition, both medical and post- 
operative, I have no doubt, as I said before, 
though a description of its symptomatology 
would seem invidious, I fear. 

Is the assumption fair that massive atelectasis 
is a clinical entity? How, then, solve the riddle 
of the etiology of a condition which presents the 


*: 


FiG. 1. Mrs. Artificial 


pneumothorax maintained two 


years, still shows high radiolucency of collapsed lung. 


atelectasis of an entire lung; and Bergamini 
and Shepard"', report two cases of bilateral 
massive atelectasis, occurring during operation, 
autopsy disclosing the true nature of the condi- 
tion. I agree with Miller, J. A.°, who, in his 
discussion of Packard’s paper, said that in the 
past we must have classed as massive fibrosis of 
the lung and pleura conditions which undoubted- 
ly are today suggestive of massive atelectasis, 
though I take exception to his statement, in dis- 
eussing Habliston’s paper last year, that the 
cause is now known to be obstructive. While in 
the large majority of instances of its incidence 
in medical conditions, it is obstructive in its 
origin, when recognized as a postoperative or 
post-traumatic complication, it is frequently a 
nonobstructive one, or at least no obstruction is 
(lemonstrable by bronchoscope or otherwise. In 
the latter instance, it is usually acute or ful- 
minant and massive; in the former, it is more 
apt to be either mild or moderate or more 


same picture (though naturally in differing de- 
grees), from the diverse origins I have men- 
tioned? What is the significance of the fact 
that as a postoperative manifestation it occurs 
most often following abdominal section. or 
herniorrhaphy, or even hemorrhoidectomy, and 
never as a complication of head injuries or 
operations? Why does it occur as a complica- 
tion of chest injuries from the most trivial to 
perforating, serious accidents; and, in so doing, 
may be either homolateral, contralateral, or 
bilateral; and further presents the most bizarre 
differences in degree from the associated or ex- 
citing injury; not infrequently the most severe 
and extensive cases following rather trivial in- 
juries? Can Lee, Tucker, and Clerf**, be right 
in the assumption that three factors are prac- 
tically constant for its production, at least in 
the postoperative cases: namely, first, thick 
viscid bronchial secretion; second, interference 
with or suppression of coughing; and third. in- 
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terference with respiratory movements? From 
this assumption, and as suggested by Archibald 
in his article on ‘‘The Dangers of Cough’”’, 
that incomplete emptying of the bronchial secre- 
tions may result in their being drawn further 
into the bronchial tree by the following in- 
spiratory rush of air, they postulate their vis- 
cosity,—tidal wave theory, as I have called it 
for them. This theory assumes that the bronchial 
secretions may not always be sufficiently viscid 
for expulsion by expiratory effort nor sufficiently 
fluid to be drawn into the terminal bronchioles ; 
in which case the secretion will move backward 


flex, and using as an obstructive agent the viscid 
bronchial secretion of a patient showing atelec- 
tasis which had been removed bronchoscopieally, 
as well as a synthetic agent of similar viscosity. 
They have also utilized Santé’s'’, method of 
relief of the condition by change of position 
(rolling the patient on his back), and cough; 
while they also report the removal broncho- 
scopically of this tenacious, viscid secretion, 
with relief of the condition. Jackson’®, has 
suggested, —a trifle naively —that ‘‘a loeal de- 
rangement of the secretory mechanism may pro- 
duce secretion of such character and in such 


Massive Atelectasis. 
M. E. H. Complete homogeneous opacity of left lung. 


FIG, 2. 


and forward at expiration and inspiration, with 
the production of definite waves upon its sur- 
face. As the tides meet in a narrow bay, so the 
expiratory waves must meet at one point in the 
bronchus, thus producing a tidal bore. This 
suggested to them an explanation of the piling 
up of the stream of viscid bronchial secretion 
into waves, one or more of which finally reaches 
the opposite bronchial wall, and, beeause of its 
viscosity, adheres, and completely blocks the 
lumen of the tube. Reeurring coughs and sue- 
ceeding inspiratory efforts further foree the 
mass of secretion into the bronchus, and com- 
plete obstruction is maintained. They have ex- 
perimentally produced the condition in dogs by 
utilization of the three factors they consider es- 
sential for its production, being successful only 
after thoroughly inhibiting the dogs’ cough re- 


quantities that the impaired cough mechanism, 
which exists in postoperative atelectasis, cannot 
keep the bronchi eclear’’, without, so far as I 
know, telling why or how. 

Santé'’, reports the spectacular relief ob- 
tained by a patient who developed complete 
atelectasis of the right lung subsequent to hos- 
pitalization for a painful, undetermined hip 
condition. The patient could not sit up because 
of the pain in the hip; and, on rolling him over 
on his back for radiographic examination, he 
suddenly complained of intense, sudden vain in 
the chest, broke out into profuse sweat, and had 
shallow breathing and a rapid pulse. Radio- 
graphic studies made immediately showed nor- 
mal aeration of the lower portion of the lung. 
previously completely atelectatic, the upper por- 
tion becoming inflated more slowly, but com- 
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pletely so. No appreciable amount of mucus 
was expectorated. From this and other similar 
experiences, he concludes that the amount of 
mucus removed in his cases, either by broncho- 
scope or by coughing, is insufficient to account 
for a blocking of a bronchus sufficient to produce 
atelectasis. He also observed with the fluoro- 
scope that in several cases normal aeration of 
the lung followed, with rather dramatic sud- 
denness, the simple procedure of rolling the pa- 
tient over on his back. Another interesting 
feature of Santé’s observations of reinflation of 
the lung in this condition is that ‘‘the process 


ness that no possible infection can be predicated, 
or even subsequently discovered. |. 

Scott, W. J. M.*!, believes that some reflex 
mechanism, possibly vaso-motor in origin, causes 
a constrictor effect on the smaller bronchioles, 
with accumulation of mucus and resulting 
bronchitis. Its most frequent unilateral occur- 
rence, as well as its degree from lobular to com- 
plete, would seem to offer serious objection to 
this theory, though one can well appreciate his 
conclusion in collaboration with Joelson in a 
later paper on the same subject?’, that ‘‘the 
posture of the patient seemed to determine the 


Massive Atelectasis. 
FIG. 3. M. E. H. Complete clearing of left lung, six days later. 


began at the periphery, then a strip of lung tis- 
sue along the medial aspect followed.’’ (Left 
sided ease. ) 


His conclusion is that the cause is more likely 
to be ‘‘some infection or insult to the region of 
the vagus supply producing a reflex action of 
the bronchioles, permitting their temporary col- 
lapse. Once approximated, the walls of the 
bronchioles are held in apposition by cohesion, 
collapse of the lung following rapidly, owing to 
absorption of the alveolar air by the circulating 
blood. Relief of the obstruction results in 
sudden reinflation of the lungs’’”®. 


An immediate objection to the infection theory 
occurs by reason of the fact that not infre- 
quently the condition arises with such abrupt- 


location which was uniformly in the dependent 
lung’’. Bergamini and Shepard", report their 
interesting observations on two cases of bilateral 
massive atelectasis occurring with sudden death 
during abdominal operations. Immediate nec- 
ropsies in both cases disclosed that there was 
complete bilateral atelectasis of the lungs, that 
there was no evidence of bronchial obstruction, 
nor any collection of secretions or mucus. The 
capillaries, arterioles and venules were uni- 
formly dilated and engorged, while the alveolar 
epithelial cells were swollen and hydropic. 
Naturally, these findings suggested to them the 
possible relationship of the condition to angio- 
neurotic edema. 

If broncho-constriction is an important factor, 
the failure of Scott?*, to produce any remedial 
results by the use of atropin would lend weight 
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to the belief that such broncho-constriction is 
not initiated through the vagus. In fact, the 
atropin seemed to him to increase the atelectasis. 

It would be reasonable, therefore, to assume 
that bronchial obstruction (from within or 
without), by tumor, foreign body, or mucus of 
sufficient viscosity, can and does produce massive 
atelectasis of the lung, that diaphragmatic 
paralysis and other interference with respiratory 
movements may play an important part, and 
that in some at present unexplainable way reflex 
nervous phenomena may initiate it. 


“ 


FIG. 4. 
with heart in correct position, 


The first two cases I shall show on the screen 
have recently been reported to me*’, in detail. 
They are given here in abbreviated form: 


CasE 1. M. E. H., female infant, born March 6, 1927, 
after normal delivery, a perfectly normal child, with 
no anomalies or birth injuries. Four days later the 
baby became acutely ill, with elevated temperature 
and pulse, dyspnea, cyanosis, and evidences of 
marked changes in the left chest, which was flat to 
percussion, with distant breathing and no rales. 
Right lung hyperresonant. X-ray showed homoge- 
neous density of entire left chest. W.B.C., 22,500. 
(Fig. 2.) Exploratory needling failed to reveal fluid. 
Neither the pediatrician nor the roentgenologist, who 
insisted on exploratory needling, was able to offer 
any convincing theory as to how such massive fluid 
as was suspected could possibly occur in a four day 
old child who was born healthy and normal. Tem- 
perature dropped by lysis, with subsidence of all 
symptoms and complete aeration of the left lung in 
five or six days. (Fig. 3.) 

This undoubtedly seems a clearcut case of massive 
atelectasis of the left lung in a normal infant four 


Ww. T. C. July 10, 1928. 


days old. A very probable explanation is that the 
main bronchus was blocked by a plug of mucus, or 
some other obstructive cause, which was coughed up, 
and the lung immediately became aerated again. 


Case 2. W. T. C., male, a railroad commercial agent, 
aged 42, had been a heavy cigarette smoker for 
twenty-five years. He had been perfectly well until 
June 4, 1927, when he developed a dry, harassing 
cough. Physical and x-ray examinations July 10th 
(Fig. 4), were perfectly negative. The cough per- 
sisted, and he had two or three small hemorrhages, 
with an afternoon rise of temperature to 99.8° and 
some expectoration. Tuberculosis was suspected, and 
the patient sent to Asheville, Sept. 29, 1927. At this 


Apparently normal chest, 


time the physical examination revealed considerable 
undernourishment, no cachexia, but some clubbing 
of the fingers, and complete massive atelectasis of the 
right lung, with pull of trachea and heart to the 
right side, confirmed by stereoscopic (Fig. 5) and 
fluoroscopic examinations. Blood picture: hemo- 
globin, 70%. R. B. C. 3,840,000; W. B. C., 9,140; 
differential, uninforming. Wassermann, negative. 


Having arrived at a diagnosis of atelectasis, an 
explanation of the cause was in order; and, because 
of the patient’s age, the repeated negative sputum 
tests, the progressive clubbing of the fingers, the con- 
tinued afternoon temperature, up to about 100° F., 
anemia beyond the usual picture for a beginning 
tuberculosis, and the steady downhill progress of the 
patient, in spite of sanatorium care, a tentative diag- 
nosis of endobronchial malignancy, blocking the lu- 
men of the main stem bronchus, was made, and pa- 
tient referred to Dr. Chevalier Jackson for broncho- 
scopic diagnosis. Dr. Jackson concurred in the 
diagnosis, proving it by biopsy. 

The patient returned to his home in Birmingham; 
but, in spite of deep roentgentherapy, which only 
relieved his pain and dyspnea somewhat, he went 
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steadily downhill, and died the following April. 
Autopsy by Dr. Geo. Graham of Birmingham showed 
complete atelectasis of the right lung, carcinoma of 
the right bronchus, with metastasis in liver, spleen, 
pancreas, cecum, and in the bronchial mesenteric and 
para-aortic lymph nodes. (For full description and 
report of this case, see my article in Annals of In- 
ternal Medicine, April, 1929.23) 

Case 3. The following is reported, not as being an 
instance of massive atelectasis occurring as a medi- 
cal condition. but as a post-traumatic instance of 
the same, and because it followed a partial traumatic 
pneumothorax of the opposite lung. I have not been 
able to find any record of a similar report. 


the left side.) There had been no reinflation of the 
left lung during this time (Fig. 6) partly due pos- 
sibly, to the fact that, because of the serious injuries 
sustained in the accident, the patient had required 
considerable sedative drug treatment. The dyspnea 
had continued; and, when examined by me Decem- 
ber 15th, the pictu:.e, both clinical and radiological, 
of left-sided massive atelectasis seemed to be perfect. 
You will note in the slide the fracture of the first 
upper rib, which is remarkable in several respects, 
the most notable being that this was accomplishe: 
without any demonstrable injury to the clavicle. 
By reason of the long standing of this atelectasis. 
I insisted on immediate bronchoscopic examination ; 


FIG. 5. W. T. C. Oct. 17, 1928. Complete opacity of right 


chest with heart and trachea 
Massive atelectasis right. 


Mr. R. D. L., 390, was. in a serious automobile 
accident about November 1, 1928. He was driving 
at the time, and was unconscious for a few minutes 
after the accident. On regaining consciousness, it 
was discovered that he was quite short of breath, 
had a great deal of pain in his chest, particularly 
at the right, upper portion, and a fracture of the 
left humerus, just below the neck. Evidence of 
a partial spontaneous pneumothorax, right, was 
present, manifested by hyperresonant note, very 
diminished breathing sounds, subcutaneous em- 
physema, and a confirmatory small x-ray film made 
by a dental surgeon, but which I unfortunately am 
unable to reproduce. Five days later this right 
lung expanded; and there was noticed a very definite 
pull of the heart to the left chest, with dullness and 
only tracheal or bronchial breathing on this left side, 
without a development of cough or expectoration. 
(I am indebted to Dr. A. J. Jervey, Tryon, N.C. for 
this portion of the patient’s history and findings, and 
for the reference of him to me on December 15th, 
some six weeks after the injury and five weeks ap- 
proximately after the development of atelectasis on 


pulled to right side of thorax. 


but it was possibly two weeks later that the patient 
entered the Walter Reed Hospital in Washington, 
where this procedure was carried out. Because of 
departmental regulations, I am unable to give a com- 
plete report, but I understand that no obstruction, 
save a considerable narrowing of the main stem 
bronchus, was found, and very little, if any, success 
obtained in reinflating the lung. The patient was 
sent then to Dr. Chevalier Jackson, whose findings 
and results were similar. The patient is now back 
in Philadelphia for further attempt at reinflation, 
which will doubtless be only poorly successful, as I 
strongly suspect the development of considerable 
fibrosis, after this length of time. 

While in Philadelphia, artificial pneumothorax 
was instituted on this left lung, in the effort to re- 
lieve the circulatory and respiratory discomforts at- 
tendant upon the tremendous left-sided pull as a re- 
sult of the atelectasis. The most recent report of 
him, as of April 22, 1929, shows that massive 
fluid has developed in the pneumothorax, but that 
no air is at present entering this lung. 

This case illustrates the two interesting features 
of development of traumatic pneumothorax of the 
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right lung, succeeded in five days by apparent non- 
obstructive massive atelectasis of the contralateral 
lung. It further shows the dangers of allowing an 
atelectatic lung to remain too long uninflated, as I 
find that most authors universally agree that the 
post-operative and post-traumatic cases almost in- 
variably relieve themselves. 


atelectasis. This case has had the pneumothorax 
maintained for nearly two years. 

The last two slides (Figs. 6 & 7) are mainly 
exhibited to show the confusing picture from a 
radiographic standpoint of the after results of 
pneumothorax treatment. 


The history and the 


FIG R. D. L. Fracture of first right rib and homogeneous 
opacity % left lung, with trachea and heart pulled to this side. 


Massive atelectasis left. 


FIG. 7. 
years after re-éxpansion of artificial pneumothorax. 


Mrs. H. 
trachea pulled to right. 

Figure 1 is shown merely as a reminder to 
those of you who are not engaged in pneumo- 
thorax therapy that prolonged pneumothorax 
with a considerable degree of collapse still leaves 
the lung with a high degree of radiolucency, in 


contradistinction to the picture of massive 


L. B. Complete opacity of right lung two 


Heart and 


Dissemination to left lung. 


still persistent physical signs of distant and 
feeble vesicular breathing, of course, would 
make the issue clear. However, the insistence of 
the indispensability and infallibility of the 
radiographic picture upon the part of some au- 
thors would seem to justify showing this pair of 
pictures to repeat again the well-known fact 
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that the x-ray is only a register of density and 
not a complete diagnostic agency. 


A fairly complete bibliography is appended to 
the papers of Lee, Santé, and Habliston, and is 
not added here. 


I wish to draw no hasty conclusions from so 
limited a series, and perhaps have contributed 
nothing to the hitherto known facts about mass- 
ive atelectasis, but I wish to stress that: 


(1) Massive atelectasis may occur quite fre- 
quently as a medical manifestation. 


it being quite obvious what happens to the un- 
relieved obstructive cones. 
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mediastinum pulled to left side two years after artificial pneu- 
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(2) Its recognition is not difficult if the 
eriteria of diagnosis are well considered. 

(3) If the postoperative, post-traumatic, and 
medical occurrences of the condition represent a 
clinical entity, and further, if the solution of the 
problem of its occurrence and of its prevention 
is to be found, it is worth while to record one’s 
observations, however limited ; and 

(4) Till further proof is forthcoming, one 
cannot completely accept the bronchial obstruc- 
tion, entrapped alveolar air absorption theory 
as the one and only cause, though its pre- 
dominant probability is admitted. The prob- 
able importance of a paralyzed diaphragm in 
the etiology is stressed. 

(5) The dangers of failure to relieve the con- 
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8 Elwyn, H.: J. A. M. A., 1922, 79:718, and Bost. Med. & 
Surg. Jour., 1924, 190:1108. 

9 Kletz, N.: Lancet, 1927, 1:179. 

10 Regan, J. C.: Lancet, 1924, 11:1222. 

11 Hirschboeck, F. J.: Minnesota Med., 1928, 11:135-142. 

12 Mohler, H. K.: Amer. Jour. Med. Sc., 1929, 177:507-513. 

13 Wilson, J. L.: Amer. Rev. Tuber., 1929, 19:310-314, 

14 Bergamini, H., and Shepard, L. A.: Ann. Surg., 1927, 86:35- 
40, July, 1927. 

15 a J. A.: Trans. Amer. Clim. & Clin. Assn., 1927, 43: 


16 Lee, Tucker, and Clerf: Ann. Surg., 1928, 88:6-14. 


17 Archibald, E., and Brown, A. L.: Arch. Surg., 1928, pt. 2, 
16 :322-337. 


18 Santé, L. R.: J. A. M. A., 1927, 88:1539-1542. 


19 Jackson: Quoted by Lee and Tucker, Postoperative Pulmo- 
nary Atelectasis. Atlan. Med. Jour., 1928, 31:284-293. 


20 Santé, L. R.: Radiology, 1927, 8%:1-13. 

21 Scott, W. J. M.: Arch. Surg., 1925, 10:73. 

22 Scott, W. J. M., and Joelson, James J.: Arch. Surg., 1927, 
15 :855. 


23 Cocke, C. H.: Ann, Int. Med., 1929, 2:1054-1062. 


Volume 201 
Number 18 


UTERINE PROLAPSE, CYSTOCELE AND RECTOCELE—PHANEUF 


875 


VAGINAL OPERATIONS IN THE TREATMENT OF UTERINE PROLAPSE, 


CYSTOCELE AND RECTOCELE 


WITH SPECIAL REFERENCE TO 


THE INTERPOSITION OPERATION* 
BY LOUIS E. PHANEUPF, M.D., F.A.C.S.t 


HERE is very little difference of opinion 

among gynecologists in regard to the surgical 
treatment of uterine prolapse in the woman who 
has not reached the menopause and who may ex- 
pect future pregnancies. The standard treat- 
ment for this condition during the child-bearing 
age consists of the repair of the cervix, of the 
anterior and posterior vaginal walls, and of the 
perineum, together with the plicating or shorten- 
ing of the sacro-uterine ligaments and a round 
ligament suspension of the uterus. 

The treatment of the same condition in women 
who have passed the menopause or who are ad- 
vanced in age has been, however, the source of 
a great deal of controversy. Operators are 
divided into two groups: first, those who favor 
the vagino-abdominal methods; and _ second, 
those who limit themselves to the vaginal opera- 
tions. All men of experience agree that prop- 
erly executed vaginal plastic operations are 
absolutely necessary and are the first step in any 
successful method. The second step may consist 
of, first, a round ligament suspension or an ab- 
dominal fixation of the uterus, the latter being 
usually considered the better procedure in the 
type of woman under discussion; second, the 
incorporation of the uterine body in the ab- 
dominal wall, as advised by Kocher; third, 
abdominal hysterectomy, supracervical or total, 
with fixation of the pedicles to the cervical or 
vaginal stump, as the case may be; and fourth, 
the method recommended by Graves, which con- 
sists of an abdominal subtotal hysterectomy, in- 
corporation of the pedicles in the cervix, and 
fixation of the latter at the lower angle of the 
abdominal incision. 

Large series of cases treated by the vagino- 
abdominal methods have given adequate proof 
that the results obtained are satisfactory and 
permanent and this point cannot be questioned. 
On the other hand, the operators who favor the 
vaginal methods feel that equally good results 
may be obtained by operating through the 
vagina entirely. While in the younger patients 
of the second class the abdominal part of the 
operation may not materially add to the risk, 
the same cannot be said in the case of old women 
who apply to us for the relief of a large vro- 
cidentia. The added safety of the vaginal route 
allows operative procedures to be carried out in 
a class of patients where one would seriously 
hesitate to invade the peritoneal cavity supra- 
pubically. 

*Read before the New York Academy of Medicine, Section 
of Gynecology and Obstetrics, February 26, 1929. 

Read before the Staff of the Mercy Hospital, Springfield, 
Mass., May 7, 1929. 


tFor record and address of author see ‘“‘This Week's Issue,” 
page 894. 


No one vaginal operation is applicable to all 
eases, but by the use of four methods, which 
have been employed for a number of years in 
the Gynecological Service of the Carney Hos- 
pital, the author has been able to obtain satis- 
factory results. 

For purposes of treatment we divide the pa- 
tients who have passed the child-bearing age into 
two general classes. Class I contains those 
whose uteri are normal or hypertrophied and 
Class II, those whose uteri show advanced senile 
atrophy. 

The Watkins-Schauta-Wertheim interposition 
operation, which we have modified in some of its 
details, is used routinely in the first class of 
cases, except where a so-called precancerous 
condition of the uterus is thought to exist. If 
such is the case, the Mayo method of vaginal 
hysterectomy, with interposition of the united 
broad ligaments between the bladder and the 
anterior vaginal wall, is substituted. This, how- 
ever, has to be employed only in a very limited 
number of cases. 

In the presence of an atrophied uterus, ex- 
perience has taught the author that the inter- 
position operation does not give satisfactory re- 
sults, since the bladder, by its greater weight, 
will again force the uterus through the introitus. 
For this reason the Mayo method is used for this 
type of uterus, which again forms only a small 
number of the total. 

In a limited number of aged women, with an 
atrophied uterus, where the general condition 
contraindicates even extensive vaginal opera- 
tions, and where future sexual relations are 
not considered, the subtotal colpectomy, or en- 
larged LeFort operation, and the total colpec- 
tomy with high amputation of the cervix, as 
deseribed by Dujarier and Larget, have served 
us well. 

When a procidentia has been treated by va- 
ginal plastics and an abdominal fixation of the 
uterus and there is a reeurrence, the extruded 
uterus is found elongated and narrow. In op- 
erating upon such a condition, by the vaginal 
route, the writer has employed a high vaginal 
fixation of the uterus and a high amputation 
of the cervix. All four methods are completed 
by an extensive repair of the pelvic floor. 

The question of carcinoma after the inter- 
position operation is not to be ignored. All in- 
terpositions should be preceded by a curettage 
and a high amputation of the cervix in the pres- 
ence of lacerations, erosions, ectropion and hy- 
pertrophy. The amputation of the cervix re- 
moves a great deal of the precancerous tissue 
and although the possibility of the development 
of a malignant neoplasm in the corpus still ex- 
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ists, this condition, as far as reported. is ex- 
tremely rare. Obviously, the bleeding uterus 
after the menopause should never be interposed. 
The author has had to perform but one hyster- 
ectomy following the interposition operation. 
This had been done by another operator with an 
excellent result as far as the procidentia was 
concerned, but the patient developed severe 
uterine hemorrhages, although no malignancy 
was found. An abdominal panhysterectomy was 
done and, while technically it was more difficult 
than usual, it was brought to a successful issue 
and the patient made a good recovery. In 
such a case, at the present time, radium would 
be the treatment of choice. 

The presence of carcinoma following the col- 
pectomy operation would make its treatment 
even more difficult than that following the in- 
terposition. For this reason, the author has 
reserved this method, as previously stated, for 
old and feeble women whose uteri have under- 
gone senile atrophy, on the assumption that can- 
cer is very unlikely to develop in that type of 
uterus. No eases of malignancy have been ob- 
served in the writer’s series. 

Pregnaney as a complication of the interposi- 
tion operation not infrequently comes up for 
(dliseussion. Since the author has reserved this 
procedure for women who had passed the child- 
bearing age, he has had no experience with this 
complication. He is convinced that cesarean sec- 
tion would be his method of delivery if such a 
gravida presented herself to him for treitment. 


One of the most, if not the most common 
cause, of recurrence following vaginal operations 
for prolapse consists in the overlooking of a 
posterior vaginal enterocele or prolapse of the 
cul-de-sac of Douglas. The cul-de-sac is attached 
anteriorly to the posterior wall of the cervix 
and posteriorly to the anterior wall of the ree- 
tum and when congenitally abnormally deep, or 
when overstretched as the result of childbirth, 
it may form a definite hernial sae, the contents 
of which may be small and large intestine and 
omentum. It can readily be seen that, with in- 
creased intra-abdominal pressure directed 
against this hernial sae, its descent will occasion 
undue traction on the cervix and rectum result- 
ing in a recurrence. 


As part of any vaginal operation this hernia, 
when it complicates prolapse, should be cor- 
rected. This is best done by the method recom- 
mended by George Gray Ward, which is carried 
out along the principles of any herniotomy, 
namely the free dissection of the sae, its open- 
ing with the reduction of its contents, and its 
resection and closure. The sacro-uterine liga- 
ments are then approximated and the pelvic 
floor is adequately repaired. 

In connection with procidentia in women who 
have passed the menopause, we make an ab- 
dominal incision only in one small group of 
cases,—that is in the presence of an enormous 


hernia of the cul-de-sac of Douglas. Here we 
perform the intra-abdominal operation of Mos- 
chowitz to obliterate the cul-de-sac. 


TECHNIC OF OPERATION 


I.. Interposition Operation. The interposi- 
tion operation for uterine prolapse and cystocele 
was first described by Watkins in 1899. His 
original operation is the foundation upon which 
the following technic was built. 

Traction is made on the cervix by means of 
double hooks; a male sound is introduced in 
the bladder with the point toward the operator ; 
by raising the tip of the sound, the bladder at- 
tachment to the cervix is clearly shown; a trans- 
verse incision is made through the vaginal mu- 
cosa and fascia below the point of the sound, 
whieh is then removed. It is very important 
to go through the fascia. The fascia and mu- 
cosa are grasped with Ochsner clamps, one at 
each limit of the incision; sharp-pointed scissors 
are introduced under the fascia and separate this 
with the overlying mucosa from the bladder up 
to about two and a half centimeters from the 
urinary meatus. The scissors are separated be- 
fore they are withdrawn and the flap is incised 
in the median line with straight uterine scissors. 
The bladder is now separated as far as possible 
laterally, the utero-vesical ligament, which holds 
the bladder to the cervix, is cut and the former 
is easily separated from the uterus. The blad- 
der is now held under the symphysis by means 
of a retractor, the uterovesical peritoneum is 
opened, the fundus of the uterus is delivered 
into the vagina, and the peritoneum is sutured 
to the posterior uterine wall at about the level 
of the internai os. Four chromic catgut sutures 
are placed in the uterus; the first takes a deep 
bite in the fundus, the second is placed in the 
anterior wall two centimeters below the first, 
the third is similarly placed, while the fourth 
goes in deeply at the junction of the corpus 
and cervix, where an angle exists. This last 
stitch, when threaded through the vaginal wall 
and tied, straightens out the uterus and throws 
the cervix well back in the pelvis. We prefer 
this to the shortening of the sacro-uterine liga- 
ments, to accomplish the same purpose. Fur- 
thermore, we feel that this stitch is a most im- 
portant one and that it helps greatly towards 
the success of the operation. The excess of the 
flaps, fascia and mucosa, is now cut away; the 
four sutures are rethreaded, passed through the 
vaginal wall and tied, and the spaces between 
these four sutures are closed in with interrupted 
sutures of chromic catgut, each stitch taking a 
deep bite of the uterus, so that no dead spaces 
are left between the uterus and the vagina, an 
important step in preventing the formation of 
an hematoma and suppuration. We do not sep- 
arate the fascia from the mucosa, as we believe 
that equally good support may be obtained if 
the two layers of tissue are sutured together. 

The cervix is amputated by the Emmet 
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method, chromic eatgut being used entirely as 
suture material. 

The perineum is repaired in the following 
manner: A Gelpi self-retaining retractor is in- 
troduced, the points entering the tissues just 
below the ducts of the vulvovaginal glands ; the 
high point of the rectocele is grasped, in the 
median line, by an Allis forceps, while posterior- 
ly a similar instrument picks up the mucocutane- 
ous border, also in the median line. The pelvic 
floor is opened by an incision extending from 
the point below the right duct of Bartholin to 
the posterior Allis foreeps and then extending 
upward to the point below the duct of the vulvo- 
vaginal gland on the left. The anterior edge 
of the incision is picked up with tooth forceps, 
and sharp-pointed scissors are introduced be- 
tween the rectal fascia and the rectum; the sep- 
aration is carried upward to the cervix, when 
the scissors are separated and withdrawn. The 
fascia and the overlying mucosa are now incised 
in the median line with straight uterine scissors 
and the flaps are separated from the cul-de-sac 
and rectum above, and from the pelvic slings be- 
low. The excess of posterior vaginal wall is 
cut away, thus leaving a diamond-shaped area 
of denudation. If an enterocele is present, the 
cul-de-sac is opened, dissected free on all sides 
and removed as a hernial sae. The base is tied 
and the hernial opening is closed by suturing 
the sacro-uterine ligaments together, from side 
to side, as suggested by Ward, Frank and others. 
In the absence of an enterocele we do the rec- 
topexy recommended by Ward. The upper part 
of the vaginal incision is now closed by inter- 
rupted chromie catgut sutures, each one pick- 
ing up mucosa and fascia, until the upper edges 
of the levators are reached. These muscles, cov- 
ered by their fascia, are approximated in the 
median line, in front of the rectum, by means of 
three interrupted chromic catgut sutures; the 
triangular ligament is approximated by a con- 
tinuous stitch of fine chromic catgut; and the 
external perineum is closed by a subeutieular 
stitch of the same material. 


II. Vaginal Panhysterectomy with Interposi- 
tion of Broad Ligaments. (Mayo Technic ) 
The technic is identical with that of the inter- 

position operation until the uterus is delivered 

into the vagina. The cul-de-sac of Douglas is 
then opened, an Ochsner clamp is applied on 
each side of the cervix, taking in all the para- 
metrium from below, while a similar instrument 
is applied from above on each broad ligament 
in such a way that it meets the lower clamp 
of the same side, and the uterus is removed. 
The tubes and ovaries may be removed or not, 
according to indications. After the removal of 
the uterus, the clamps are brought together and 
the broad ligaments are united by a continuous 
mattress suture of large chromic catgut; this 
suture is placed two to two and a half centi- 
meters from the cut edges and serves as a hemo- 


static, as well as an approximating, stitch. The 
raw edges are carefully turned in with fine 
chromic catgut. The excess of the vaginal flaps, 
fascia and mucosa is cut away; the upper edge 
of the united broad ligaments is sutured to the 
upper angle of the vaginal wound; and the rest 
of the incision is closed with interrupted su- 
tures of chromic catgut, each one picking up 
the broad ligaments. These ligaments are thus 
placed between the bladder and the vagina and 
act as a support for the former. The perineum 
is then repaired by the method described above. 


II, COLPECTOMY 


1. Sub-Total Colpectomy. LeFort Operation. 

The cervix is dilated and the uterine cavity 
curetted to rule out any possibility of malig- 
naney. The cervix is amputated if lacerated or 
ulcerated. The subtotal colpectomy consists of 
two different steps—first, the excision, with a 
knife, of two rectangular flaps of vaginal mu- 
cosa, of the same dimensions, one in front and 
the other behind the uterus; secondly, the ap- 
proximation of the raw areas by interrupted 
chromic catgut sutures, placed about one centi- 
meter apart. A continuous suture should not 
be used as it tends to narrow the supporting 
column transversely. In addition to the su- 
tures uniting the edges of the rectangles, the 
two raw surfaces themselves should be brought 
together with a number of interrupted sutures 
to avoid a bloody ooze between the apposed sur- 
faces. The resected areas should be wide enough 
so that after their approximation only a sub- 
cervical mucous canal and two small lateral 
canals communicating with the former and open- 
ing below toward the vulva will persist. These 
lateral troughs will take care of the uterine se- 
eretions. The resected areas should extend in 
height to a point near the vulva, but should not 
reach too near the cervix, especially when the 
latter has been amputated. The upper limit 
of the resection should be at least three centi- 
meters from the new external os in order to leave 
a subeervical canal sufficiently wide to permit 
the escape of the sanguinous secretion. To neg- 
lect this point may lead to the backing up of 
secretion with resultant infection. 


2. Total Colpectomy. (Dujarier and Larqet ) 

A circular incision is made around the vagina 
about a finger’s breadth below the urinary meatus 
anteriorly, and above the fourchette posteriorly. 
A similar incision is made around the cervix. 
Longitudinal anterior and posterior incisions are 
made in the middle line joining the two cireular 
incisions. The vaginal wall is thus divided into 
two halves, which are removed by sharp and 
blunt dissection. All bleeding vessels are ligated 
with catgut. The cervix is now bisected and 
each half is amputated. The cervical lips are 
united with catgut sutures. In the middle su- 
ture, placed over the uterine canal, are tied about 
twenty strands of silkworm gut. These are tied 
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in the middle, and serve as a central drain from 
the uterine canal to the outside world. The blad- 
der, cul-de-sac and rectum are united by super- 
ficial sutures of fine catgut in two or three 
planes, thus burying the uterus. Finally the 
edges of the vagina are united by interrupted 
sutures of chromic catgut, thus completely re- 
ducing the prolapsed mass. The silkworm gut 
drain stays in place until the catgut suture 1s 
absorbed and leaves a central drainage tract. 
IV. HIGH 


VAGINAL FIXATION OF UTERUS 


The technic is the same as for the interposition 
operation up to the point where the bladder is 
separated from the uterus and held under the 
symphysis by a retractor. The anterior peri- 
toneal cul-de-sac is not opened. Three sutures of 
No. 3 chromic catgut are now introduced; the 
first goes through the peritoneum and the an- 


terior surface of the uterus at a point parallel 


to the upper angle of the vaginal incision. The 
two other sutures are similarly placed through 
the peritoneum and uterus about one inch apart. 
The excess of anterior vaginal wall is resected 
on each side and the sutures are threaded 
through the vaginal wall. When tied these su- 
tures face the anterior surface of the uterus to 
the anterior vaginal wall and obliterate the space 
into which the bladder was prolapsing. Inter- 
mediate sutures of catgut are placed between the 
three main sutures to obliterate all dead space. 
These also pick up the peritoneum and uterus. 
The cervix is amputated in the usual way. 


My personal series of cases operated upon 
vaginally for prolapse has reached the number 
of 183. They are grouped in tables for the sake 
of convenience. 


TABLE I 
AGES 
Between 40 and 45 46 
Between 45 and 50 32 
Between 50 and 55 35 
Between 55 and 60 25 
Between 60 and 65 23 
Between 65 and 70 13 
Between 70 and 75 7 
Between 75 and 80 1 
Between 80 and 85 1 


Total 183 
The oldest patient was 82 years old. 
TABLE II 
DIAGNOSES 
Procidentia 140 


Recurrent Procidentia 
First and second degree prolapse with cystocele 
and rectocele 32 
Complete inversion of vagina following supra- 
cervical hysterectomy 
Complete inversion of vagina following panhys- 
terectomy 


-| cept five, which were of the third degree. 


1|tory results. Hemorrhoidect 


ADDITIONAL DIAGNOSES 


Ulcer of vagina 5 
Prolapse of Cul-de-Sac Of DOU 26 
Rectovaginal fistula 
Cyst of perineum : 
Third degree laceration of perineum 
Cervical polypus 
Carcinoma of cervix (epidermoid) grafted on an 

old ulcer 
Myomata uteri 
Urethrocele 
Urethral caruncle 
Prolapse of urethra 
Hemorrhoids 
Ovarian cyst 
Ovarian myoma 
Diabetes 
Vesical Calculus 


The five women with ulceration of the vagina 
were kept in bed, after reducing the procidentia, 
until their ulcers were healed before they were 
subjected to operation. Twenty-six hernias of 
the cul-de-sac of Douglas (posterior vaginal en- 
terocele) were encountered. Four were treated 
in connection with the interposition operation, 
three with vaginal hysterectomy and two in 
connection with a high perineorrhaphy. The 
subtotal colpectomy operation took care of 
eleven, while the total colpectomy overcame an- 
other. In addition seven large hernias were 
treated by the abdominal route, Moschowitz op- 
eration. The rectovaginal fistula was denuded 
and closed while doing the perineal repair. One 
patient had had a previous perineorrhaphy else- 
where, and it was found that some of the vaginal 
mucosa had been turned in at operation, so that 
a cyst the size of 2 small egg had developed 
in the perineum; this was enucleated while de- 
nuding, at the second repair. All lacerations 
of the perineum were of the second degree ex- 
The 
repair in these cases gave permanent and satis- 
factory results. The cervical polypi were re- 
moved with the amputation of the cervix. Car- 
cinoma of the cervix, although a rare complica- 
tion of prolapse, occurred in one of the eases 
of this series. This was an epidermoid neoplasm 
grafted on an ulcer of the cervix of long stand- 
ing. At the time of operation, vaginal hysterec- 
tomy, the new growth was circumscribed; the 
patient died a number of years later, probably 
from recurrence. Myomata uteri were met in 
eight cases; in five of them vaginal myomec- 
tomies were performed ; in two a vaginal hyster- 
ectomy, and in still another an abdominal myo- 
mectomy, at a time when the uterus was being 
fixed to the anterior abdominal wall, following 
a recurrence after the interposition operation. 
The two women having urethroceles were sub- 


g | jected to the interposition operation, the fundus 


of the uterus giving support to the urethra as 
well as to the bladder. The urethral caruncles 
were fulgurated and the prolapsed urethra was 
treated by crucial cauterization with satisfac- 
ies were per- 
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formed on five patients. One case was compli- 
eated by an ovarian cyst too large to be safely 
removed through the vagina; for this reason an 
abdominal ablation was performed two weeks 
after the plastic operation. An ovarian mvoma 
the size of a lemon was resected abdominally 
while operating for a recurrence. The three dia- 
betics were treated by the medical service of the 
hospital and were operated upon only when 
pronounced sugar free. In one woman a vesical 
calculus, the size of a door knob, was removed 
through a suprapubic cystotomy, sometime after 
an interposition operation. The incisions healed 
by first intention. 

The subtotal colpectomy, or LeFort operation, 
has served the writer in two cases where an 
abdominal supracervical hysterectomy, and in 
one case where an abdominal panhysterectomy. 
had been performed for prolapse. The bladder, 
rectum and cul-de-sac of Douglas were extruded. 
These cases are usually extremely difficult to 
eure, yet excellent results were obtained by per- 
forming a subtotal colpectomy and a perineor- 
rhaphy. 


TABLE III 
OPERATIONS 


Interposition operation 
Vaginal panhysterectomy with interposition of 

broad ligaments (Mayo) 
Subtotal colpectomy (LeFort) 
Total colpectomy (Dujarier & Larget) 1 
High vaginal fixation of uterus 2 
Amputation of cervix 
Bilateral trachelorrhaphy 
Colpoperineorrhaphy 
Perineorrhaphy for third degree laceration 
Resection of cul-de-sac of Douglas with interposi- 

tion operation 
Resection of cul-de-sac of Douglas with vaginal 


hysterectomy 3 
Resection of cul-de-sac of Douglas with perineor- 
rhaphy 2 


Note—In addition, the cul-de-sac of Douglas was 
obliterated by the abdominal route (Moschowitz op- 
eration) in seven patients. Eleven posterior vaginal 
enteroceles were overcome by the subtotal colpec- 
tomies and one by the total colpectomy. 


TABLE IV 
ANESTHESIA 


Spinal anesthesia 13 
Parasacral anesthesia 1 
Ether anesthesia 169 


Spinal anesthesia is well adapted to vaginal 
operations. In this series it has only been used 
where ether narcosis was contra-indicated. The 
writer feels that spinal anesthesia is not entirely 
devoid of dangers and is not as safe as ether 
administered by an expert. These women, many 
of whom were advanced in years, supported 
ether well, and no complications could be traced 
to its administration. 


TABLE V 
MORTALITY 


In 183 cases 5 deaths occurred or 2.7 per cent. All 
deaths followed the interposition operation. 


One woman, 67 years old, who had had an in- 
terposition operation and a perineorrhaphy per- 
formed under spinal anesthesia, died of cere- 
bral hemorrhage, the day after operation. An- 
other, 52 years old, had had an interposition 
operation, amputation of the cervix and a peri- 
neorrhaphy performed under ether anesthesia ; 
she was a diabetic who had been under the care 
of the Medical Service; she was sugar-free at 
the time of the intervention; she died of dia- 
betic coma two days after operation. A third 
patient, 74 years old, had had an interposition 
operation, an amputation of the cervix and a 
perineorrhaphy performed under spinal anes- 
thesia; she was also a diabetic but was sugar- 
free at the time of operation; she died of cere- 
bral embolism eight days after operation. The 
fourth woman, 69 years old, had had an inter- 
position operation and a perineorrhaphy per- 
formed under parasacral anesthesia. She had 
been out of bed seven days and examination 
showed a satisfactory operative result. On the 
nineteenth day after operation, while in bed, she 


148 | suddenly died of acute cardiac dilatation. The 


fifth and last patient, 73 years of age, had had 
an interposition operation, resection of the cul- 
de-sac of Douglas and a perineorrhaphy per- 
formed under spinal anesthesia. The dav after 
operation she had a small pulmonary embolus, 


2!from which she recovered; seven days after 


operation she had a second and larger pulmonary 
embolus, which resulted in her sudden death. 


TABLE VI 
RECURRENCES 
After the 
7 in 148 4.7 per cent. 
After the LeFort 
1 in 11 9.0 per cent. 


After the Moschowitz Operation, 
lin 7 14.2 per cent. 
There were no recurrences after the Mayo opera- 


tion, total colpectomy and high vaginal fixation of 
the uterus. 


All patients were examined at the time of 
their discharge from the hospital and again 
six weeks after operation. At this time thev 
were instructed to return if the least signs of 
‘*falling down of the parts’’ became evident. 
To date, nine recurrences have been found. It 
is true that some of the cases included in this 
series are still recent and that a future check- 
up may increase the number of unsatisfactory 
results. There were seven recurrences after the 
interposition operation, six total failures and 
one partial. Five total failures were due to the 
fact that, we had interposed uteri which were 
too atrophied. Later, a total failure occurred 
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from the too early absorption of the upper su- 
ture attaching the fundus to the upper angle of 
the vaginal denudation. The partial failure fol- 
lowed subsequent marked atrophy of the uterus, 
causing bulging of the fundus under the 
urethra. The six total failures were permanent- 
ly corrected by practicing a fixation of the inter- 
posed uterus to the anterior abdominal wall. 
using three linen sutures in each ease. In addi- 
tion, two had appendectomies, one a myomec- 
tomy and the resection of an ovarian myoma, 
and another a second repair of the perineum. 
The partial failure was not reoperated as the 
patient was free from symptoms. One recur- 
rence followed the LeFort operation; this re- 
sulted from the poor union of the flaps, caused 
by a low grade infection, which allowed the cer- 
vix to again appear at the vulva. A laparotomy 
was performed under spinal anesthesia ; the right 
tube and ovary were removed, the right ovary 
being calcified and the size of an orange, and 
the uterus being fixed to the anterior abdominal 
wall by three linen sutures. The second opera- 
tion was performed nearly a year ago and so far 
the result is very satisfactory. One recurrence 
followed the Moschowitz operation for a tre- 
mendous hernia of the cul-de-sae of Douglas and 
was due to straining, lifting and disregar/ of in- 
structions. The information was obtained from 
one of the patient’s relatives as she did not ap- 
pear for examination. Her last examination was 
three years after operation, the result then be- 
ing excellent. 

Note—Since writing this paper, a total colpectomy 
was performed under local infiltration anesthesia 
on this patient. Sufficient time has elapsed since 


operation to show, after repeated examinations, an 
excellent result and an apparent cure. 


CONCLUSIONS 


1. In young women, during the child-bearing 
age, we treat uterine procidentia by repair- 
ing the cervix, the anterior vaginal wall 


and the perineum, by shortening the utero- 
sacral ligaments and by performing a round 
ligament suspension of the uterus. 
2. After the menopause we prefer the vaginal 
route. We make an abdominal incision in 
only a limited number of cases to obliterate 
a very large posterior vaginal enterocele. 
3. We employ the interposition operation fol- 
lowed by an amputation of the cervix as the 
routine method. 
4. The vaginal hysterectomy (Mayo technic) 
is employed in the presence of an atrophied 
uterus and when malignancy is suspected. 
5. In recurrent procidentia, where a previous 
abdominal fixation had been performed. we 
resort to a high vaginal fixation of the 
uterus and a high amputation of the cervix. 
6. In worn out old women, where even an ex- 
tensive vaginal operation is contra-indi- 
cated, we use either the subtotal colpectomy 
(LeFort operation), or the total ecolpeectomy 
(Dujarier and Larget operation). 
7. One or the other method of colpeetomy may 
be used to advantage in inversion of the 
vagina following abdominal hysterectomy 
for prolapse. 
8. The vaginal methods, because of the mini- 
mum amount of post-operative shock, and 
the comfortable convalescence which fol- 
lows them, are ideal operations in old 
women. 
9. An adequate repair of the pelvie floor is 
essential in all cases. 


10. A hernia of the ecul-de-sae of Douglas should 
be repaired during the building up of the 
pelvie floor. 

11. Spinal anesthesia may be used to advantage 


when general narcosis is contra-indiecated 


Note—For the illustrations of the technique of the 
interposition operation as practiced by the author, 
the reader is referred to the American Journal of 
Obstetrics and Gynecology. St. Louis, September, 
1924, Vol. VIII, No. 3, pages 322-333. 


EUGENIC STERILIZATION IN CALIFORNIA* 
BY PAUL POPENOE, D.SC.t 


URGICAL interference with human repro- 
duction has been known from the verv earli- 
est times in the form of castration or equivalent 
operations, but it was only in the 90’s when the 
operations now in use, vasectomy and salpingec- 
tomy, were invented or at least made generally 
known, that methods became available which 
would sterilize without unsexing. These at once 
offered means for preventing reproduction in a 
way that would appeal to the patient as well as 
to society, whose interest was often greatly con- 
cerned. 
*Read before the Massachusetts Psychiatric Society, June 28, 


1929. 
+For record and address of author see “This Week's Issue,” 
page 894. 


The first application made of this possibility 
outside of therapeutic practice seems to have 
been by Dr. Harry C. Sharp of the Indiana Re- 
formatory, although many others in this country 
and elsewhere had suggested the desirability of 
using the new and simple operations for eugenic 
purposes. In 1899 Dr. Sharp began to sterilize 
some of the young men in the reformatory with- 
out the support of any law, but depending on 
their own consent and up to 1907, so far as we 
can gather from existing records, he had per- 
formed about 600 vasectomies. In 1907 Indiana 
adopted a law making this practice legal and 
extending it, and in the next couple of years, 
still further operations were performed until 
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Governor Thomas R. Marshall, who held that 
procreation is a God-given right which should 
not be taken from any citizen, notified the state 
institutions that he would veto their appropria- 
tions if they enforced the law. After that time 
only an occasional operation was performed sur- 
reptitiously. 

Indiana i is the pioneer in official eugenic sterili- 
zation in the entire world. Other states quick- 
ly followed the example, among them California, 
which in 1909 passed its first law that has now 
been in effect continuously with several amend- 

ments for 20 years. 
- Similar laws are on the statute books of 23 
states at the present time, as follows: 


Arizona California Connecticut 
Delaware Idaho Iowa 

Kansas Maine Michigan 
Minnesota Mississippi Montana 
Nebraska New Hampshire North Carolina 
North Dakota Oregon South Dakota 
Utah Virginia Washington 
West Virginia Wisconsin 


Apathy of both officials and the publie and 
doubt in many eases as to the constitutionality 
of the principle have prevented widespread use 
of these laws in many states. The decision of 
the United States Supreme Court in 1927, up- 
holding the constitutionality of compulsory 
eugenie sterilization in a strongly worded deci- 
sion by Justice Oliver Wendell Holmes, has 
removed all doubt on this point and has led to 
an inereased interest in the subject. 

There has also been in almost every state a 
doubt as to the exact results of eugenic steriliza- 
tion and a desire to see someone else try it first. 
California met this desire by steadily steriliz- 
ing some of the insane and feebleminded in its 
state institutions. The total reached 6255 up 
to the first of the present year. This number 
is made up almost equally of men and women, 
but the insane are about three times as numerous 
as the feebleminded in the number of steriliza- 
tions. This is due mainly to the fact that a large 
part of the citizens of the state who actually 
have psychoses are committed to state hospitals 
whereas only a very small part of those who 
are very inferior intellectually ever get into a 
state institution. 

Since California has so far performed three 
or four times as many official sterilizations as 
all the rest of the United States put together, 
there has long been a demand from other states 
that the California experience be analyzed criti- 
cally and made public. This demand was met 
by E. S. Gosney, a Pasadena philanthropist, who 
organized, nearly four years ago, a study of the 
subject which he has financed and directed ever 
sinee, and which has resulted in the publication 
of a seore of technical papers in various sci- 
entific journals. The whole study has now been 
summarized in a more popular form, in a book 
entitled ‘‘Sterilization for Human Betterment’’ 


by Gosney and Popenoe, published by The Mac- 
millan Company, New York, in August, 1929. 
Mr. Gosney has further created The Human 
Betterment Foundation, which will carry on 
educational work along this and similar lines 
under the auspices of a board of 25 members 
representing many different spheres of activity. 

The California law applies t» those who are 
legally committed as insane or feebleminded to 
state institutions and provides that they may be 
sterilized before release on the recommendation 
of the medical superintendent, approved by the 
Director of the State Department of Institutions 
and the Director of the State Department of 
Public Health. The qualification is that the pa- 
tient’s history be such as to make it appear that 
he would be likely to produce defective off- 
spring if not sterilized. 

In practice, almost from the beginning, it has 
been the custom to get the written consent of the 
patient’s nearest relatives, and probably not 
in one ease in 20 where any relatives were known 
has the operation been done without their con- 
sent. Making the operation virtually a volun- 
tary one in this way led to an interesting exten- 
sion of the grounds for sterilization at the de- 
sire of the principals who in ease after case 
would plead, ‘‘It does not make any differ- 
ence whether this patient’s children would be 
normal or not. He (or she) is not a fit parent 
for any kind of children and the attempt to 
bring up children would be disastrous to the 
patient and perhaps even more so to the chil- 
dren.’’ The result is that many patients are 
now sterilized for what might be called social 
reasons quite as much as for strictly eugenic 
reasons and this tendency seems to be inereas- 
ing with the spread of modern ideas concern- 
ing the importance of mental hygiene in child- 
hood and the broader realization of the fact that 
children even though themselves normal will 
not profit by being brought up by insane or 
feebleminded parents. 

Our inquiries showed that the relatives of the 
patients sterilized in the State Institutions are 
almost uniformly pleased with the results and 
in a steadily increasing proportion of cases, they 
are the first to ask that the operation be per- 
formed before the patient is released from the 
state institution. For some years past, it has 
been the custom to sterilize all those who are 
released from the state home for the feeble- 
minded. A much smaller proportion of the 
eases of mentally diseased is sterilized, for ob- 
vious reasons. During the life of the law about 
one new admission in 11 of the psychopathic 
eases has been sterilized and for the past few 
years about one new admission in 5 or 6. 

We did not try to collect systematically the 
opinions of the mentally defective about the 
operation, because we felt that their evidence 
would be of little value, but in genera! it may 
be said fairly, I believe, that they look on it in 
a remarkably matter of fact way, about as they 
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would look on appendectomy or tonsillectomy. 
Beyond this, it is something of a mark of superi- 
ority in the institution to be sterilized, since it 
shows that the patient is of a high enough type 
to be considered for future parole. The lower 
levels of intellect and the most unruly cases 
which are not suitable for parole are rarely 
sterilized. 

Among the patients released from the psy- 
chiatric hospitals after sterilization, six out of 
every seven were either indifferent to the opera- 
tion or in most cases greatly pleased that it had 
been done. Only one out of every seven was 
dissatisfied and in no case was any cogent or 
rational reason given for dissatisfaction. 

Our canvass of the social workers and parole 
and probation officers of the State and of the 
medical officers concerned with the administra- 
tion of the law showed that almost without 
exception, they approved of the law both in 
principle and in practice. 

No instance was found where a family had 
been broken or any untoward results bad oc- 
curred from sterilization. On the contrarv, in 
case after case, the operation was the only thing 
that enabled a family to be kept together and 
the patient to remain in the community instead 
of returning to a state hospital. 

Many of the feebleminded girls have married 
since sterilization, and two-thirds of these mar- 
riages have turned out successfully. This is 
probably as high a percentage of successful 
marriages as would be found among the un- 
sterilized sisters and cousins and aunts of these 
girls in the same social stratum, which is, of 
course, not the most stable in the community. 
Marriage after sterilization seems to offer a suc- 
cessful means of stabilizing in the community 
one type of feebleminded girl, and of making 
her self-supporting, self-respecting and happy, 
while leaving in the institutions room for some 
patient who is in greater need of lifelong cus- 
todial care. 

Marriage is rare among the mentally defective 
males, because, as everyone knows, they are not 
of the marrying type, but many of them are 
placed on industrial parole successfully and 
their sterilization is a protection to the state 
while causing the patient no more than a tem- 
porary inconvenience for a day or two at the 
time. | 

Our study entirely confirms the expectation 
that neither vasectomy nor salpingectomy pro- 
duces any physiological result in the patient 
other than mere infertility. In many eases, 
however, women reported their sexual lives as 
greatly improved after the operation, partly by 


of the improvement of general health which ac- 
companied the correction of abnormalities or 
removal of pathological conditions at the time 
of salpingectomy. 


The argument often made against the sterili- 
zation of the feebleminded that it will encourage 
sexual delinquency and spread venereal diseases 
is purely imaginary under California conditions 
where sterilization is merely a part of a well 
planned and carefully supervised system of 
parole. Of the mentally defective girls sterilized 
and later released who were studied by us, nine 
out of twelve had been sexually delinquent he- 
fore commitment. Afterward only one of twelve 
was sexually delinquent and even this small 
group, being under close supervision, could be 
returned quickly to the state institution. The 
general result of the policy, therefore, was a 
very large decrease in the amount of sexual de- 
linqueney and, by hypothesis, in the spread of 
venereal diseases. 


The success of the administration of this law 
in California,—for in the opinion of virtually 
everyone who knows about it in California, it 
has been a success,—seems to have been due to 
conservative and sympathetic use by the state 
authorities. With perhaps 500 sterilizations 
being performed each year in a population of 
3,000.000 persons, it is evident that there is noth- 
ing like a wholesale surgical paign, and itis 
probable that the cases selected for sterilization 
represent patients who are most likely to benefit 
by the operation. The general satisfaction of 
the patients with the results bears out this sup- 
position. While the compulsory provision in 
the state law is desirable for use when necessary, 
it may be applied discriminatingly and in case 
there is any reasonable doubt, the patient may 
be given the benefit of the doubt, if he opposes 
the operation. There 1s sufficient demand for 
voluntary sterilization, at least in a state edu- 
cated on this matter, as is California, to tax all 
the hospital facilities available without going 
into any large amount of compulsory steriliza- 
tion not based on unquestionable necessity. 


Surgical sterilization is not a panacea for any- 
thing. It is one of a large number of measures 
that seem to be essential to any well-balanced 
and far-sighted social program at the present 
time. In California it seems to have passed the 
experimental stage successfully and is now taken 
for granted. In 20 years no untoward results 
have occurred, and I believe the judgment of 
most of those who are familiar with the law in 
California is that some such law must be an in- 
tegral part of any program for dealing with 
mental disease and mental deficiency in any 


removal of fear of pregnancy, partly as a result 


civilized community in the near future. 
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THE SITTING HEIGHT AS A GUIDE TO THE 
PROPER WEIGHT OF AN INFANT 


BY MANUEL M. 


T is well known that the weight of a child is 

important only in comparison with its height, 

not with its age. With infants we place too 
much emphasis on weight and age. — 


Appreciating the fact that weight is but a 
sign of nutrition, and must be considered in con- 
nection with height, I am suggesting the follow- 
ing method for determining the proper weight 
of an infant using its ‘‘sitting height’’ as a 
basis. 

The ‘‘nem system’’ formulated by Pirquet’, 
bases the daily food requirements of an infant 
upon its ‘‘sitting height’’ (Si)?. According to 
the new system the following is true: 


Age 1 to 2 months— _ Si x Si 
infant requires 


= nems required. 


2 
Age 3 to 6 months— 3 (Si x Si) 
infant requires 


= nems required. 


GLAZIER, M.D.* 


Si x 
= normal weight 
in lbs. 


Infants 7 to 12 months 


A series of 120 consecutive infants, 1 to 12 
months old, were selected. These infants were 
admitted to the 0. P. D. of the Boston Dis- 
pensary with complaints varying from faulty 
feeding to acute infections. 

The sitting height and the weight of the in- 
fant were taken by a nurse, instructed in her 
duties, by Elizabeth McMann, superintendent 
of nursing. The procedure was as follows: 
Naked baby, on its back, flat on a table with top 
of head pressing against a perpendicular band 
at the end of the table. The lower extremities 
of the infant were flexed at the hips, a T square 
was pressed against the buttocks, the distance 
from the T square to the end of the tat:le was 
measured and read in centimeters by the metric 
wire seale at the side of the table. 


ILLUSTRATION 


)6=— 200 AQ 
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Age 7 to 12 months— 7 (Si xX Si) 
infant requires 


= nems required. 
10 


Since a nem is equivalent to 2/3 of a ealorie, 
and that 50 calories is the approximate daily 
requirement of an infant, for each pound of 
body weight, a formula for what the infant 
should weigh is easily derived by making the 
above two substitutions. The new formulas are: 


Si x Si 
150 


Si x Si 
= normal weight 
125 in lbs. 
1Von Pirquet Feeding System—H. K. Faber; Am. J. Child., 
19: 478, June, 1920. 
2 Sitting height of an infant is the distance from the top 
of the head to the buttocks—measured in centimeters. 


Infants 1 to 2 months 


= normal weight 
Ibs. 


Infants 3 to 6 months 


! *For record and address of author see “This Week's Issue,” 
page 894. 


The results were classified in 4 groups. 
1. Twelve infants 1 to 2 months old. 
2. Fifty-eight infants 3 to 6 months old. 
3. Fifty infants 6 to 12 months old. 
4. Seven cases with marked variations be- 
tween actual weight and calculated 
weight. 


DISCUSSION OF RESULTS 


In Group 1—the twelve infants 1 to 2 months 
old varied in weights from 4.9 lbs. to 10.4 lbs. 
—sitting heights from 29 em. to 39 em. The 
greatest difference in any case between cal- 
culated normal weight and actual weight was 
1.2 lbs. (16%) while six of the twelve cases a had 
less than 10% difference. 


*Si Si 


7 
is substituted for —— (Si X Si) as in later months 
190 -750 


47 calories per lb. of body weight is nearer true than 50. 


TWELVE CASES OF 
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In Group 2—58 infants 3 to 6 months old 
varied weights from 6.4 lbs. to 19.6 lbs.—sitting 
heights from 34 em. to 48 em. The greatest dif- 
ference in any case between the calculated nor- 
mal weight and actual weight was 3.2 lbs. 
(34%). Thirty-four of the fifty-eight cases had 
a difference of 10% or less. 

In Group 3—50 infants 7 to 12 months old 
varied weights from 8.6 Ibs. to 24.3 lbs.—sitting 
heights from 36 cm. to 52 em. The greatest 
difference in any case between the calculated 
normal weight and actual weight was 4.1 Ibs. 
Thirty of the fifty cases had a difference of 10% 
or less. 

In Group 4—7 eases, actual weights differing 
markedly from calculated weights. Every one 
of these cases showed a tendency to decrease 
its difference under treatment, coming closer to 
the calculated weight. The improvement shown 
by these patients varied from 2% to 19%, aver- 
age 9%, bringing three of the seven cases within 
the 15% zone. 

Viewing this group of 120 infants from a dif- 
ferent angle, the state of nutrition, elasticity was 
considered by grouping together the infants 
whose actual weight was not more than 10% 
from the caleulated weight. <All under or over 
10% variance were closely observed. It was 
found that all over 10% were definitely plump 
and overnourished ; all under 10% were definite- 
ly malnourished. The higher the per cent. the 
worse the condition. 


One hundred and twenty cases cannot be con- 
sidered a criterion; but this method of ealculat- 
ing the proper weight of an infant appears to 
be valuable because it is accurate, flexible and 
individualistic, depending upon the sitting 
height of each infant considered. The use of 
the sitting height as a guide to development is 
more scientific than using the weight and age 
of an infant. Weight, after all, is only a sign 
of nutrition. 


CONCLUSION 


The proper weight of an infant can be eal- 
culated by the use of its sitting height as fol- 
lows : 


Si x Si 
Infants 1 to 2 months = weight in Ibs. 
Si x Si 
Infants 3 to 6 months == weight in Ibs. 
Si x Si 
Infants 7 to 12 months = weight in Ibs. 
100 


From one hundred and twenty consecutive in- 
fants in the Boston Dispensary Clinic, seventy 
(58%) had an actual weight within 10% of 
their proper weight as calculated from the above 
formulae. Every infant in the group with actual 
weight differing markedly from calculated 
weight, showed a tendency to approach the eal- 


culated weight under treatment. 


A REPORT OF TWELVE CASES OF SEPTICEMIA 


From the Surgical Services of Memorial Hospital*, 
Worcester, Mass. 


BY DONALD S. ADAMS, M.D., F.A.C.S.T 


T\URING the spring of 1929 there was ad- 
mitted to our services a series of cases 
presenting gross local and general sepsis. They 
entered in rapid sequence, almost suggesting an 
epidemic. In three months, April, May and 
June, there were presented twelve cases, six of 
them between the fifth and fourteenth of May, 
a number not equalled in ten years’ previous 
admissions. These cases came from Worcester 
and various parts of Worcester County and all 
had positive blood stream involvement. Four 
additional cases of severe localized infection in 
which blood cultures were negative came in 
during this time and all cleared up with ade- 
quate drainage. Clinically there was noted a 
uniformity in high leucocyte counts and febrile 
reactions. 
The following summaries show the type of 
Cases : 


Case 1. Male, aged 35. History of infecting left 
thumb while embalming a body, three days previous 


*These cases were on the services of Drs. Seelye, Alton, Ayers 
and Adams. 
’ +For record and address of author see ‘This Week’s Issue,” 
page 894. 


to admission. Hand and forearm, followed rapidiy 
by extension to upper arm and shoulder, involved 
in a porky type of infection. Blood culture showed 
hemolytic streptococcus and Vibrio septicus. Treat- 
ment consisted of radical incision and drainage; 
erysipelas serum 30 cc. intramuscularly; fresh blood 
1000 cc.; mercurochrome 30 cc. intravenously. Death 
in twelve days. No post mortem. 


CasE 2. Female, aged 48. History of pricking pim- 
ple on lower lip two days before admission. Face 
involved in extensive cellulitis. Blood culture showed 
Staphylococcus aureus. Treatment: Incision and 
drainage; 30 cc. of mercurochrome 220—1% intra- 
venously. Death in four days. No autopsy. 


Case 3. Female, aged 31. Contused wound of right 
hand from striking a faucet, opened by physician at 
home four days before admission. Hand and fore- 
arm involved in cellulitis. Blood culture showed 
hemolytic staphylococcus and hemolytic streptococ- 
cus. Treatment: Incision and drainage; mercuro- 
chrome 220—1% 35 cc. intravenously; 15 cc. erysip- 
elas serum intravenously, followed twenty-four hours 
later by second injection of 15 cc. antiscarlatinal 
serum. Death in eleven days. No post mortem. 


Case 4. Male, aged 63. Several days previous to 
admission he had abraded his finger in a machine, 


with subsequent infection of hand and forearm, fol- 
lowed by rapid extension to shoulder. Blood culture 
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showed hemolytic streptococcus. Treatment: First, 
incision and drainage and then blood transfusion, 
followed by shoulder joint amputation. Death nine 
days after admission. No post mortem. 


Case 5. Female, aged 18. Pricked pimple on chin 
five days before admission. Patient in extremis with 
distorted, cyanotic features. Blood culture showed 
hemolytic Staphylococcus aureus. Treatment: Ery- 
sipelas serum 10 cc. intravenously, followed next day 
by 20 ce.; 1 cc. of typhoid vaccine intramuscularly 
also tried. Death in four days. No post mortem. 


CasE 6. Male, aged 32. Had been ill for two weeks 
with septic throat. Marked cellulitis of neck and 
upper chest appeared. Blood cultures showed hemo- 
lytic streptococcus. Treatment: multiple incisions in 
porky tissue and two intravenous injections of an- 
tiscarlatinal serum, each 20 cc., about twenty-four 
hours apart. Definite reaction each time, with ob- 
vious and rapid improvement. Recovery in fourteen 
days. 


CasE 7. Male, aged 23. Eight days before admis- 
sion cellulitis developed about site of old osteomye- 
litis sinus near ankle. Leg and foot involved in 
condition resembling erysipelas. Blood culture 
showed streptococcus hemolyticus. Treatment:  In- 
cision and drainage; intravenous injection of anti- 
erysipelas serum, 15 cc., and again twenty-four hours 
later 15 cc. of antiscarlatinal serum. Discharged well 
at end of thirty-six days. 


CasE 8. Male, aged 19. Five days before admission 
pricked blister on heel. Blood culture showed 
staphylococcus aureus. No treatment as patient was 
in extremis. Death twelve hours after admission. 
No post mortem. 


CasE 9. Male, aged 55. Three days before had 
abraded forearm in a machine. On admission the 
usual porky type of infection involved the wrist, 
forearm and elbow. Blood culture showed Strepto- 
coccus hemolyticus. Thorough incision and drainage 
done on admission, with rapid clearing up of general 
— local condition. Discharged on sixteenth day, 
well. 


CasE 10. Female, aged 59. History of laceration of 
left index finger one week previous to admission. 
Gross infection of hand, forearm and elbow. Pa- 
tient found to be a diabetic. Blood culture showed 


dextrose; radical drainage under gas-oxygen; an- 
tierysipelas serum, 30 cc., by vein. Death in twenty- 
four hours. Post mortem findings: Chronic nephri- 
tis, chronic myocarditis, chronic cholecystitis, 
moderate fibrosis and arteriosclerosis of pancreas, 
acute plenic tumor. 


Case 11. Male, aged 23, who had pricked a pimple 
on his nose four days before admission. Same ap- 
pearance of face as found in Case 5. Blood culture 
showed hemolytic staphylococcus. Only treatment 
attempted was 15 cc. of antiscarlatinal serum by 
vein, for patient was in extremis. Death in twenty- 
four hours. Post mortem findings: multiple ab- 
scesses both lungs, acute endocarditis, purulent peri- 
carditis, acute splenic tumor, meningitis. 


Case 12. Male, aged 11. Had been ill for two days. 
Source of infection unknown. The calf of the left 
leg was swollen, hard and very painful. X-ray of 
tibia showed no disease. Blood culture showed 
hemolytic staphylococcus. Treatment: Incision in 
calf without finding pus; tibia explored on follow- 
ing day but no bony or periosteal infection found. 
Antiscarlatinal serum, 30 cc. by vein, without af- 
fecting condition. Death three days after admission. 
No post mortem. 


Conclusions from our series: 


1. Mercurochrome and fresh blood apparently 
had no effect on hemolytic organisms. 

2. Late cases offer no hope as regards treat- 
ment, particularly those cases with face involve- 
ment. 

3. Where the blood stream is involved, ampu- 
tation of an extremity rarely offers more than 
incision and drainage, shock is thereby added 
to sepsis. 

4. Antistreptococci serum, either antierysipe- 
las or antiscarlatinal (preferably the latter), 
is worth using except in cases in extremis. It 
should be used together with incision and drain- 
age and is most valuable by vein. Dosage, 15 ce. 
to 60 ec. repeated daily. Our three recoveries 
were all associated with adequate incision and 
drainage and two were given serum, which ap- 


streptococcus hemolyticus. Treatment: Insulin; |! parently had definite effect. 


FISHBONES AS A CAUSE OF INTESTINAL 
PERFORATION 


BY CARL BEARSE, M.D.* 


ERFORATION of the intestines by swal- 

lowed fishbones should not be uncommon, 
and yet the references in the literature to this 
condition are infrequent. When it is consid- 
ered how commonly fish enters into the diet and 
how often the complaint is made of swallowing 
a fishbone, it is surprising that there are not 
more case reports of the intestines being per- 
forated in this way. Aside from a report’ of six 
such cases that occurred at one of the largest 
hospitals in New York City,—and this was over 
a period of twelve years,—most of the reports 
consist of but a single case. Even textbooks 
on proctology, in discussing fishbones as a cause 


*For record and address of author see ‘“‘This Week's Issue,” 
page 894. 


of rectal abscess (and the rectum is the most 
common site of perforation), state, ‘‘Perfora- 
tions of the rectal wall by sharp foreign bodies 
such as fishbone or syringe tip are said to be a 
cause’? and ‘‘This author has treated two pa- 
tients for abscesses resulting from buried fish- 
bones.’”® 

The reasons that have been advanced for this 
infrequency are that either these objects remain 
caught at some point in the pharynx or oesopha- 
gus, or are surrounded by fecal matter and as. 
a result become harmless.* 

The large intestine is the usual site of per- 
foration, the caecum and flexures following the 
rectum in frequency. The small intestine, in- 
cluding the stomach and duodenum, is rarely 
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the site of such a perforation. It is thought 
that perforation is more common in the large 
intestine because of its greater size, its more 
fixed position, its sacculated form, its haustra- 
tion, its thinner wall, and its energetic and 
churning movements.® 

‘The perforation is brought about by the bone 
abrading the intestinal wall, and finally work- 
ing its way through to the peritoneal cavity. 
This gives rise to a localized inflammatory re- 
action and possibly abscess formation. It is 
possible to explain some of the cases of localized 
peritonitis and abdominal abscesses of undeter- 
mined origin on the basis that a fishbone par- 
tially passed through the intestine, giving rise 
to a peritoneal inflammatory reaction or abscess, 
then dropped back into the intestinal canal, and 
was passed without being noticed. It has been 
observed that fishbones have also penetrated 
into blood vessels. A case of fatal gastric hemor- 
rhage due to a fishbone perforating the posterior 
gastric wall has been reported,® and a fishbone 
has been found in the superior mesenteric vein.’ 

Acute symptoms are usually lacking; this is 
due to the perforation taking place very =!owly. 
The fact that a fishbone has been swallowed may 
be remembered, but at times there may be no 
recollection of this occurrence. The history is 
usually that of gradually increasing local pain 
and tenderness with the development of a mass. 
There is no complaint of obstruction, as the 
intestine itself is not involved. There may be 
painful defecation if the abscess is of rectal 
origin. Symptoms have been noted two days 
after swallowing a fishbone, and again a case‘ 
was reported where a patient remembered swal- 
lowing a fishbone about a year previous to op- 
eration. 

It is not possible to state before operation 
that the abscess was caused by fishbone perfora- 
tion. The x-ray will not show up such an ob- 
ject. If the abscess is in the right lower quad- 
rant, it is usually thought of in connection with 
an appendix lesion; in the right upper quad- 
rant it is usually considered as being of gall 
bladder origin; in the region of the sigmoid it 
is usually considered as being an abscess result- 
ing from diverticulitis. The differentiation from 
a perforated ulcer or cancer of the eolon also 
comes up. The history of having swalluwed a 
fishbone may be the only clue. 

The treatment is the same as for any abscess, 
__ineision and drainage, and, obviously, removal 
of the bone. No attempts should be made to 
locate the site of perforation as the intestine 
closes spontaneously. No fecal fistulae have 
been observed in any of these cases after opera- 


tion. 
ILLUSTRATIVE CASES 


he three cases to be reported occurred within | 


a period of nineteen months. 


CasE I. A. I, female, age 40. This patient was 
referred by Dr. George Reinherz, and was first seen 
on December 17, 1926, because of vaginal bleeding, 
the result of an incomplete miscarriage. Three days 
before the onset of this bleeding, pain was noted 
in the left upper abdomen. Curettage of the uterus 
was done and no further complaint of abdominal 
pain was made for threé weeks. The pain then 
recurred in the left upper abdomen, being mild at 
first and steadily increasing in intensity. Five weeks 
after the onset of abdominal pain, I was again asked 
to see her. At this time, in addition to the com- 
plaint of pain in the left side, she stated that eat- 
ing aggravated this pain. Her bowels were con- 
stipated, but there was no pain on defecation. 


The physical examination was essentially negative 
aside from the following: The temperature was 
99.8°; the pulse rate was 100. The abdominal ex- 
amination showed marked tenderness over the up- 
per abdomen, particularly on the left side, and a 
mass the size of a grapefruit could be felt. The 
tenderness was so marked that not even percussion 
was permitted. X-rays in the way of flat abdominal 
eng were taken and were reported as being nega- 
tive. 

At operation, at the Beth Israel Hospital, a high 
left rectus muscle-splitting incision was made. The 
fascia was found to be markedly oedematous, also 
the peritoneum. When the peritoneum was incised, 
the mass previously mentioned could be made out. 
This mass was carefully walled off and opened, and 
four ounces of thick, creamy pus were obtained. The 
abscess cavity was explored with a finger, and a 
fishbone about three inches in length was felt and 
removed. No fecal fistula resulted, and the con- 
valescence was uneventful. There was no recollec- 
tion of having swallowed a fishbone. 


Case II. S. J. C., male, age 60. This patient was 
referred by Dr. A. Davidson, and was first seen on 
October 22, 1927. History: The patient stated that 
he swallowed a fishbone about one week previously. 
Two days later rectal swelling and pain were noted, 
and these symptoms increased in intensity. Local 
examination showed a perirectal abscess. At opera- 
tion, the following day, at the Chelsea Memorial 
Hospital, the abscess was incised, and about eight 
ounces of foul-smelling pus were obtained. The 
abscess was explored with a finger, and a fishbone 
measuring about two inches in Iength was felt and 
removed. No opening could be found between the 
rectum and the abscess. 


Case III. I. G, male, age 42. This patient was 
referred by Dr. H. B. Meyers, and was first seen on 
March 5, 1926, at the Chelsea Memorial Hospital. 
History: A fishbone was swallowed ten days pre- 
viously, and was picked out of the rectum four days 
later by the patient. The operation was for the 
abscess resulting from the perforation caused by 
the fishbone. 
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- CASE 15441 
A CASE OF ASCITES 
Mepicat. DEPARTMENT 


An unmarried Canadian-American woman 
forty-one years old, formerly a housemaid, en- 
tered June 19 complaining of discomfort after 
eating. 

For twenty years she had had cramp-like 
pains, sometimes sharp, sometimes dull. oceur- 
ring soon after eating acid foods such as fruits 
and lasting a half hour. For four years she 
had urinated two or three times at night, and 
had had sour eructations half an hour after 
meals, especially on eating meat or fruit. For 
three years she had not worked. The symptoms 
continued until a year before admission. Then 
she began to have tenderness in the umbilical 
region and discomfort immediately after meals 
beginning in the umbilical region and gradually 
working down to the lower abdomen. Associ- 
ated with this were nausea and vomiting when- 
ever she ate bread, fruit and certain other foods. 
The vomitus was always food just eaten. For a 
year she had passed one to three normal stools 
a day. She had had pains in the small of her 
back and middorsal region for a year. During 
the year she had grown quite weak. For the 
past month her abdomen had been swollen, at 
first about the umbilicus, especially after taking 
much liquid, and had grown hard. During the 
past week she had heen in bed, with extension 
of the abdominal swelling two or three inches 
higher, much gas by mouth and by rectum, 
dysuria, and increased urinary frequency, near- 
ly once an hour. 

An uncle and one grandfather had cancer of 
the gastro-intestinal tract. 

She had always been delicate. She had scar- 
let fever or scarletina as a child. Since she was 
seven she had had hay fever, at first lasting 
all summer, gradually diminishing in severity 
and duration until now she had it for only two 
or three days in the eutumn. At sixteen she had 
dysentery. For twenty years she had had swell- 
ing of the left leg whenever she stood on it 
long. Thirteen years before admission she had a 
eyst of the bladder removed, with appendectomy 
at the same time. Before this operation she had 
jaundice which cleared up immediately after 
the operation. Eight years before admission 


she had swelling of one ankle, perhaps both, at 
the end of the day, gone in the morning. At 
this time she was in bed two weeks with fever 
and pain in one or both ankles similar to the 
‘‘neuritis’? a year ago. The joints were red, 
black and blue and tender. She usually had one 
sore throat a year. <A year before admission 
she was in bed four weeks with ‘‘neuritis’’ of 
the right arm accompanied by fever. Her hands 
and arms had felt numb before thunderstorms. 
Two years before admission she weighed 90 
pounds, her best and usual weight. Her present 
weight was 81 pounds. 


Clinical examination showed an emaciated 
woman with a tense, generally enlarged abdo- 
men. The skin showed a slight tendency to vig- 
mentation around the eyes and buttocks, with 
an underlying pallor. Over the left upper back 
were two brownish papular nevi and over the 
entire skin were a number of small macular deep 
brown spots. <A_ skin consultant reported, 
‘*These are sometimes seen in neurofibromatosis. 
I do not believe the condition is melanotie. 
While I have no very good reason, the whole 
suggests a tuberculous process to me.’’ Over 
the left thigh, involving most of its lower two- 
thirds, was a nodular, thick, vascular, hairy 
nevus apparently made up of a mass of dilated 
veins. This area was often covered with beads 
of perspiration. The skin consultant thought 
this lesion did not seem like angioma or neuro- 
fibromyoma. Except for very slight mobility in 
flexion there was practically a ‘‘poker’’ spine. 
There was no pain on attempt to move it. Chest 
flat, with very slight expansion. Practieallv no 
diaphragmatic excursion on the left, very little 
on the right. Lungs normal. Apex impulse of 
the heart felt in the fourth space 6 centimeters 
to the left of midsternum, a centimeter and a 
half inside the midelavicular line, right border 
3 centimeters to the right, supracardiae dullness 
4.5. No murmurs. First sound at the apex 
loud and accentuated and associated with a 
short ‘‘swish’’ suggestive of a murmur. Sounds, 
action, pulses and arteries normal. Blood pres- 
sure 134/84 to 118/98. Abdomen enlarged, 
tense and tympanitic throughout except for 
shifting dullness in the right flank. Veins prom- 
inent through the skin but did not appear to 
represent collateral circulation. Palpation im- 
possible. No mass made out by ballottement. 
Slight pitting edema over the shins. Reetal ex- 
amination showed the pelvie contents pushed 
down against the perineum. No definite stric- 
ture could be identified. There was a mass, more 
prominent on the right. Several hard nodules 
were felt but no generalized induration. 

Urine: amount normal, specific gravity 1.018 
to 1.026, the slightest possible trace of albumin 
at two of five examinations, a slight trace of 
sugar at the last, sediment of a catheter speci- 
men negative. Blood : 5,600 to 14,100 leukocytes, 
polymorphonuclears 60 per cent, hemoglobin 40 
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to 45 per cent, reds 3,150,000 to 4,500,000, 
marked achromia, moderate poikilocytosis and 
anisocytosis, median diameter probably de- 
ereased, platelets normal. Hinton negative. 
Stools, guaiae negative at ten examinations, posi- 
tive at one, very strongly positive at five. No 
maeroseopie blood. Vomitus July 14, guaiae 
negative. 

Temperature 97.1° to 101°, pulse 72 to 130, 
respirations 19 to 44. 

A portable X-ray plate showed both lung 
fields clear. 

June 21 the abdomen was tapped and 3,800 
cubie centimeters of clear yellow fluid with- 
drawn, specifie gravity 1.012, total cell count 
270, 35 epithelial cells, many of them very large 
and atypical, some with very large nuclei, 26 
lymphocytes, 4 red cells, 4 large mononuclears. 
Culture showed colon bacillus, hay bacillus, 
streptococcus and staphylococeus. A guinea pig 
died four and a half weeks after injection. Its 
autopsy showed no evidence of tuberculosis. Im- 
mediately after the paracentesis the abdomen 
was soft. To the right of the umbilicus was 
an area (see diagram) in whieh many firm 


nodules were felt, not moving with respiration. 
The liver and spleen were not palpable. June 
22 the patient vomited repeatedly and was able 
to take very little by mouth. The abdomen was 
again tense. Two days later the fluid was re- 
ceding and she was eating a little better. June 
28 it was found that she had lost ten pounds in 
eight days. She showed dietary idiosynerasies. 
Her poor eating was not wholly accounted for 
by indigestion. July 5 another abdominal tap 
was done, with withdrawal of 3700 ecubie eenti- 
meters of fluid similar to the first. Culture 
showed colon bacilli and Gram-positive slightlv 
elongated organisms (enteroecocei?). Another 
guinea pig showed no evidence of tuberculosis at 
autopsy August 17. Examination after the 
paracentesis showed palpable flat nodules not 
connected with the skin or moving with respira- 
tion in exactly the area noted at the first exam- 
ination, but apparently attached to the peri- 
toneum. The liver and spleen were not felt. 
July 10 and 11 there was pitting edema of the 
left lower leg and foot. July 13 another tap 
gave 3.5 liters of fluid. July 14 the patient died. 
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DIscUSsSION 
BY RICHARD C. CABOT, M.D. 
NOTES ON THE HISTORY 


We are dealing with a woman within the ordi- 
nary cancer age. The fact that she has had 
abdominal pain for twenty years can hardly be 
connected with the present illness, as none of 
the diseases which would produce such a clinical 
picture would be likely to last twentv vears. 
The nocturia and the sour eructations are not 
likely to be of any special importance. I know 
of no particular significance in the association 
of nycturia plus vomiting of the particular foods 
mentioned. The main point seems to be that 
she vomits with considerable frequency and yet 
not to such a degree as to make one think espe- 
cially of disease in the stomach itself. The con- 
dition of her stools and the pain in her back 
are also symptoms of no particular significance. 

Something of importance comes into the fore- 
eround as we note the fact that she has been 
losing strength for a year and that for the 
past month her abdomen has been enlarging 
and has seemed to her harder. This condition 
has presumably increased during the past week 
and is itself the cause of the passage of gas 
and the increased urinary frequency. 

The family history is of no significance. The 
same is true of the scarlet fever, hay fever, 
dysentery, swelling of the left leg, cyst of the 
bladder, the appendectomy and the jaundice. It 
also seems to me improbable that the period of 
swollen ankles eight years before her admission 
has any connection with the present trouble. 
I should say the same of the joint troubles and 
of the so-called ‘‘neuritis’’ as well as of the 
numbness of the hands and arms. 

We have here, then, a very large list of svmp- 
toms the significance of which we have to leave 
uncertain, but which I see no reason to connect 
with the present illness. 


NOTES ON THE PHYSICAL EXAMINATION 


Coming now to the more exact study of the 
abdomen, the main fact emerges with the tap- 
ping of June 21 and the withdrawal of nearly 
4000 cubic centimeters of serum. The examina- 
tion of the sediment from this fluid seems to me 
of no significance, though it is possible that 
the large atypical epithelial cells may be con- 
nected with some neoplasm. Unless, however, 
this examination was’made by an expert T should 
doubt very much whether it has any significance. 
The results of culture from the fluid are a lit- 
tle more difficult to interpret. But as there is 
no good evidence of an acute peritonitis, as 
the tap fluid is clear or of moderately low grav- 
ity, I think the presumption is that the four 
varieties of microérganisms cultivated were the 
result of faulty technique. 

Much more important is the fact that firm 
nodules moving with respiration were felt in 


\ 


Volume 201 
Number 18 


CABOT CASE RECORDS 


889 


the region of the liver after tapping. These 
nodules may well have been in the omentum or 
in some other organ, but they certainly suggest 
malignant disease. 

The rest of the examination shows essentially 
the following facts:—a moderate secondary an- 
emia, pigmented skin tumors and a nevus, prob- 
ably of no significance. As far as I know there 
is no significance in the stiff spine, which is 
not uncommon in a working woman of her age. 
If this condition were produced by the metasta- 
ses of an abdominal neoplasm there probably 
would be pain on motions of the spine. 

The expression ‘‘chest flat’’ probably refers 
to the shape of the thorax and not to a change 
in the percussion note, for the lungs are later 
mentioned as normal. The lack of diaphrag- 
matic excursion and the position of the cardiac 
impulse are doubtless due to the pushing up of 
the diaphragm by the ascitic fluid. The cireula- 
tory system shows no marked abnormality ex- 
cept the prominent veins in the skin of the 
abdomen, which despite the statement in the 
record might so far as I see represent a col- 
lateral circulation. The rectal mass more prom- 
inent on the right and the hard nodules there 
felt would be of more significance if we could 
rule out the pelvic organs by a vaginal exam- 
ination, which apparently was not made. 

The only other point worthy of notice is the 
presence of blood in one-third of the sixteen 
stool examinations. Provided these were made 
with sufficient care, this would seem to indi- 
cate that the neoplasm to which I have already 
referred as the most probable cause of her ascites 
also involves the intestinal tract. 


DIFFERENTIAL DIAGNOSIS 


Considering now the other possible causes of 
such a group of physical signs, abdominal tuber- 
culosis is the only alternative seriously to be 
discussed, and this cannot be absolutely ruled 
out. The chief points against it are the absence 
of the distinctive slight generalized tenderness 
over the abdomen which is usually to be found 
in such cases and the low specific gravity of the 
tap fluid. Much the most important single fact, 
however, is the patient’s death, which hardly 
could have been due to tuberculous peritonitis 
after so brief an illness. 


Cardiac and renal ascites are ruled out by the 
absence of any good evidence of cardiac or renal 
disease. Cirrhosis of the liver is a possibility, 
but would probably not have produced death in 
so short a time in the absence of any large 
hemorrhage and without more symptoms refer- 
able to the nervous system. 

For all these reasons my diagnosis is malig- 
nant disease of the abdomen, its site not being 
clear. If it originated in the intestine we should 
expect more evidence of intestinal obstruction; 
if in the pancreas, an intense jaundice would 
probably follow. Primary neoplasm of the liver 


is rare, but cannot so far as I see be excluded. 
We have no evidence that the kidneys are af- 
fected by the disease. I am therefore obliged 
to leave the site of the trouble in doubt. 


CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 
Carcinomatosis. 
DR. RICHARD C. CABOT’S DIAGNOSIS 


Malignant disease of the abdomen, site not 
clear. 


ANATOMIC DIAGNOSES 


Adenocarcinoma of the stomach. 
Diffuse carcinoma of the peritoneum. 
Leiomyomata of the uterus. 


Dr. Tracy B. MALiory: Post-mortem exam- 
ination showed, as predicted, malignant disease. 
Areas of tumor were found in the stomach, the 
small intestine, the rectum and the mesenteric 
glands. There was diffuse involvement of the 
peritoneal surfaces, often called ‘‘ cancerous peri- 
tonitis’’, but no evidence of an _ infectious 
process. The tumor in the stomach was by all 
odds the largest and presumably the oldest le- 
sion. The histology also suggested that this 
was the primary lesion, since undifferentiated 
tumors are relatively rare in the rectum, and 
primary tumors of the small intestines extremely 
rare. The clinical assumption of metastatic 
nodules in the liver was incorrect; it presented 
a perfectly smooth surface and showed no 
metastases whatever. Presumably what was felt 
was the matted coils of small intestine with their 
infiltrated mesentery. 

Two leiomyomata were found in the uterus. 


CASE 15442 
REMITTENT TINGLING AND NUMBNESS 
NEUROLOGICAL DEPARTMENT 


An American forty-five years old entered July 
2 complaining of inability to walk for the past 
three years. 

Four years and a half before admission he de- 
veloped tingling in the left forearm and fingers 
lasting two months, after which it entirely dis- 
appeared. Two months later he had numbness 
in his right hand, poor control of his pen in writ- 
ing and difficulty in buttoning his clothes with 
the right hand. His left hand was not numb, 
but was a little clumsy. These symptoms lasted 
two weeks. Some months later he began to have 
tingling of the feet, beginning with the left, later 
replaced by numbness. At this time the numb- 
ness of the left hand and the difficulty of using 
the right hand entirely vanished and he had no 
symptoms in his hands for a year. In the past 
two years he had had numbness in his hands off 
and on, and for the past three years numbness 
and tingling of the feet and legs accompanied by 
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weakness and an uncertain staggering gait. His 
feet were cold at night. 

Three years before admission he was ill for 
two months with ‘‘pneumonia.’’ He was told 
that he had tuberculosis of the right lower lung, 
and spent seventeen months in a hospital for tu- 
berculosis. Since that time he had had to use 
crutches to steady himself while walking. Dur- 
ing this hospital stay he awoke one morning to 
find one leg greatly swollen. He was kept in 
bed motionless for twelve weeks. The swelling 
then went down, but marked constipation devel- 
oped and had persisted. Eighteen months before 
the present admission he returned to work, and 
was able to work intermittently for nine months. 
Six months before admission he had a cold and 
at this time had frequency of urination six to 
eight times by day and once by night. He had 
had oceasional jerking and twitching of the legs 
during the past two years, but there had never 
‘been any pain. There had been no increase in 
stuttering, a difficulty which developed during 
a period of stress when he was twenty-two. Ex- 
cept for the history of tuberculosis there had 
been nothing of importance in the past history. 

The patient’s father died of stone-cutter’s tu- 
bereulosis. One brother had stuttered since 
childhood. The patient’s wife had had two mis- 
carriages, and lost one child two days after birth. 
One child was living and well. 

Records of the Out-Patient Department show 
a visit to the Nerve Room on March 30, two 
years prior to admission. At that time he com- 
plained that he had no balance and had some 
loss of sensory: and motor functions of the legs, 
most marked on the left. On examination the 
reflexes were more marked in the left leg. The 
Romberg test was positive. Sensation was im- 
paired over the fingers and forearms. The right 
leg was swollen and less sensitive to pain than 
the left. The left foot was cold. The tongue 
was not smooth. A lumbar puncture gave a 
clear colorless fluid, initial pressure 90, two 
cells, total protein 35, colloidal gold 1100000000, 
Wassermann negative. X-ray showed recession 
of the alveolar processes about all the teeth and 
apical absorption about one root. May 5 he re- 
ported a very severe back pain for two weeks 
and some difficulty in control of the fine move- 
ments of the hands. May 29 the pain was gone. 
Examination showed that the optic nerve heads 
were pale and that there was possibly a slight 
intention tremor. The sense of vibration was 
reduced on the left, the knee jerks were very 
sluggish and the ankle jerks not obtained. A 
provisional diagnosis of multiple sclerosis was 
made. 

On admission to the hospital clinical examina- 
tion showed a tall, thin man in no discomfort. 
Some carious teeth. Pyorrhea. Tongue smooth 
and perhaps slightly atrophied all over, but 
more so on the edges. Firm discrete glands the 
size of shot to the size of cherries scattered all 
over the body. Chest expansion limited on the 
right. In the right axilla in the region of the 


fifth to the eighth ribs and extending halfway 
to the midline back and front was an area of 
increased tactile fremitus and whispered voice 
and bronchovesicular breathing. Heart, abdo- 
men, genitals and extremities normal. 

Neurological examination (positive findings). 
Extra-ocular movements normal except for slight 
difficulty in converging. A few nystagmoid 
jerks to each side, more to the right. Gag re- 
flex diminished. Some stuttering. Slight tremor 
of extended fingers. Calves possibly atrophied a 
little. Legs very slightly spastic and very 
ataxic. Heel to knee tests showed very marked 
ataxia. Slight dermographia. Skin warm and 
a little waxy. Vibration and position sense con- 
siderably diminished in fingers and arms, com- 
pletely absent in lower legs and toes. Sensa- 
tion to light touch considerably diminished in 
backs of hands and poor in lower legs. Over 
each heel an area of complete anesthesia, where 
only deep pressure was vaguely felt. Sensation 
to pin prick considerably diminished over backs 
of hands and lower legs. Reflexes: biceps, tri- 
ceps, supinators and cremasterics normal; ab- 
dominals diminished; knee and ankle jerks and 
clonus absent. Babinski positive. Rectal 
sphincter very tight. 

Urine: amount not recorded, specific gravity 
1.004 to 1.020, 10 to 40 leukocytes at both of 
two sediment examinations, occasional to many 
clumps. 

X-ray showed both diaphragms to be low. The 
lung fields were clear with the exception of a 
number of small dense calcified areas beneath 
the left clavicle indicating an old healed tu- 
bereulous focus. 

Spinal fluid examination showed a pressure of 
175 millimeters of water, normal rise on jugu- 
lar pressure, 3 lymphocytes per cubic millimeter, 
total protein of 46, colloidal gold curve 
0001211000, and a negative Wassermann reac- 
tion. 


Discussion 
BY G. COLKET CANER, M.D. 


A marked characteristic in the course of the 
illness in this case has been the remissions of the 
symptoms. The patient had tingling in his left 
hand and forearm for two months. He was then 
symptom-free for two months, after which he 
had difficulty in executing delicate movements 
with his right hand for two weeks, and a return 
of the numbness in his left hand which lasted for 
six months, when it disappeared and tingling, 
numbness and difficulty of control of his legs 
appeared. Later on, tingling and numbness in 
his hands recurred at intervals. 

Remissions of symptoms such as these are 
very usual in multiple sclerosis and are also seen 
in central nervous system syphilis. The remis- 
sions of the symptoms probably prompted the 
diagnosis of multiple sclerosis in the Out-Pa- 
tient Department. 

The symptoms of the patient were chiefly sen- 
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sory throughout the course of the illness. The 
difficulty in using his hands in fine movements 
and the uncertain and staggering gait indicate 
that deep muscle sensation has been affected. 
The numbness indicates disturbance of the sense 
of touch. There is no history which indicates 
disturbance of the pain-temperature sense, but 
in the hospital this was found to be impaired 
and there was an area of complete anesthesia 
over each heel. The fact that there was little 
atrophy but a positive Babinski indicates that 
the peripheral nerves are not affected, but that 
the pathology lies in the central nervous sys- 
tem, probably in the cord, and that the pyram- 
idal tract has been affected. Jerking and 
twitching of the legs was probably caused by 
pyramidal tract irritation. There is no definite 
evidence of pathology above the spinal cord. 

The symptoms and findings make us feel that 
the pathology is in the spinal cord, that it is 
diffuse, involving all the sensory as well as the 
pyramidal tracts, and that it extends throughout 
almost the entire length of the cord, since symp- 
toms first appeared in the hands, later in the 
feet, and still later recurred in the hands. 

Multiple sclerosis might account for a diffuse 
process of this kind and would account well for 
the remissions of the symptoms. Multiple scle- 
rosis frequently gives rise to sensory symptoms, 
but motor symptoms are almost always more 
prominent. Where the multiple sclerosis is ex- 
tensive and where the process has lasted for 
years there is usually evidence of involvement of 
the brain as well as of the spinal cord, and it is 
dangerous to make this diagnosis without this 
evidence. The lack of history of visual disturb- 
ance, vertigo, psychic symptoms, recent speech 
disorder, or sphincter disturbance is against 
multiple sclerosis. In multiple sclerosis a change 
in the colloidal gold curve is frequent, and the 
normal curve in this case is somewhat against 
the diagnosis, although it does not rule it out. 

Syphilis may cause remission of symptoms and 
a diffuse pathologic process, and in tabes dor- 
salis, as in this case, the dorsal columns are most 
affected. The absence of characteristic pains, 
crises, or sphincter disturbance is against tabes, 
and in tabes paresthesia and numbness are not 
so marked. In this case there is also pyramidal 
tract involvement which is not found in pure 
tabes dorsalis but which may be found in men- 
ingovascular syphilis. The normal cell count, 
the negative Wassermann and the normal col- 
loidal gold curve are against central nervous sys- 
tem syphilis. 


Cord tumor is not particularly suggested by 
the history, and the normal spinal fluid dynam- 
ics make this all the more unlikely. 

In pernicious anemia we often have evidence 
of a diffuse pathologic process in the spinal cord, 


and in it the main pathologie process is in the 
dorsal and lateral columns, as it seems to be in 
this case. Tingling or numbness in the fingers 
and toes are almost always the earliest symp- 
toms of the so-called combined system disease of 
pernicious anemia, as it was the earliest symp- 
tom in this ease. It is well known that the cen- 
tral nervous system may be affected before there 
are any abnormal blood findings, but it is un- 
usual to have the central nervous system find- 
ings present for four years before any anemia is 
apparent. A history of sore tongue, very fre- 
quent in pernicious anemia, is not mentioned 
here. It is interesting that when the patient 
was first seen in the Out-Patient Department it 
was thought his tongue was not smooth, but that 
it did show atrophy of the papillae when he en- 
tered the hospital some time later. It is some- 
times a question whether a tongue is smooth or 
not, and a normal tongue does not rule out com- 
bined system disease of pernicious anemia. 

The marked impairment of vibration sense and 
of sense of position as well as diminution of the 
sense of touch, pain and temperature and the 
involvement of the pyramidal tracts are all char- 
acteristic of the combined system disease of per- 
nicious anemia. It would seem, therefore, that 
this is the most likely diagnosis, and we should 
expect examination of the blood and stomach 
contents to confirm it. 


FuRTHER LABORATORY FINDINGS 


Blood examination showed 5,400 to 11,100 leu- 
koeytes, 58 per cent polynuclears, hemoglobin 
70 per cent, reds 2,520,000 to 2,710,000 no 
achromia, marked variation in size, moderate 
variation in shape, no polychromatophilia or 
nucleated reds, many macrocytes, platelets nor- 
mal, reticulated cells 0.2 per cent. Blood eul- 
ture, no growth. Fasting contents of stomach 
and test meal: no free hydrochloric acid. 


FurRtTHER DIscUSSION 


The absence of free hydrochloric acid in the 
stomach contents and the characteristic blood 
picture established the diagnosis of pernicious 
anemia with cord deyeneration. 

The duration of the symptoms prior to any 
apparent anemia and the remissions in the 
course of the disease are noteworthy features of 
the case. 


LATER NOTE 


August 28 the patient was seen in the Out- 
Patient Department. With the liver diet he was 
feeling more steady and stronger. He still used 
crutches and had difficulty in picking up a pin, 
ete. 


DIAGNOSIS 


Pernicious anemia. Combined system disease. 


. 
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EARLY SYMPTOMS OF DISEASE 


THE cellular pathology of Virchow performed 
notable service in accelerating the progress of 
medicine, and the fundamental principle in- 
volved has been incorporated in the permanent 
heritage of medical knowledge. By limitation 
of view to structure, there was made possible a 
relegation to the limbo of phantasms, of many 
outworn theories of disease. But antecedent to 
changes in structure which the microscope can 
detect, are changes in function, the physical or 
chemical bases of which are now ultra-micro- 
scopic. This field of investigation is hardly 
within the ken of the strict Virchovian. 

Statistical studies of life expectancy indicate 
that within the past two generations, seventeen 
years have been added. This might be encour- 
aging to the newborn infant, but it gives the 
middle aged little cause for satisfaction. After 
fifty, life expectancy is reported to be less than 
it was two generations ago. We are threatened 
with premature degeneration. 

It was Sir James MacKenzie’ who so forcibly 
called attention to a lack in the modern study 
of disease. For the study of advanced stages of 
disease we have institutions ‘‘magnificently 


equipped . great hospitals, with staffs 
of skilled physicians, surgeons, and specialists.’ 
But little consideration has been given to the 
study of disease in the early stages ‘‘when there 
is hope of cure.’’ The difficulties of detecting 
early symptoms and of correlating them with 
later organic changes, are very great, but the 
view ‘‘that disease is now recognized at the ear- 
liest stage at which it is humanly possible to 
recognize it, is not justified.’’ 

Recently Mester? has made a plea for the more 
intensive study of the early symptoms of dis- 
ease, and in the literature one finds here and 
there, hints of increasing interest and reward 
of investigation in this very difficult field, diffi- 
cult because one hardly knows how to attack 
some of the problems involved. 

Pernicious anemia is an example of a disease 
in the knowledge of which we feel that remark- 
able progress has been made. At one time it 
seemed reasonable to regard it as a disease of 
the blood; then, perhaps of the blood forming 
organs; then some excess of blood destruction, 
with compensating change in the hematopoietic 
system; the remarkable control of the disease 
by the administration of liver, or liver extract, 
suggests the possibility of disease of the liver. 
Sturgis and others, by using desiccated pig’s 
stomach, get results in treatment which seem to 
be even more remarkable than those obtained 
with liver. Perhaps pernicious anemia is a dis- 
ease of the gastric mucosa. In any case, what 
is the chain of antecedent conditions which leads 
to the result which we recognize as pernicious 
anemia? Our hope of preventing pernicious 
anemia is in discovering and controlling the 
antecedent conditions. So for diabetes, nephritis, 
arthritis, heart disease, rheumatism, cancer. 
What are the early and controllable conditions 
which give rise to high blood pressure? 

**Metabolic disorder’’ is just another way of 
saying that we think that progress in the im- 
mediate future is to be made along the line of 
finer chemical analysis. The opportunities for 
progress in medicine are as great as they were 
just before the epoch marking researches of 
Pasteur and Koch. Perhaps the new light will 
come through the study of early and as yet un- 
detected symptoms of chronic disease. 


REFERENCES 
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“STERILIZATION FOR HUMAN 
BETTERMENT’”’ 


THE State of California instituted, 20 years 
ago, in April 1909, a sterilization law and has 
since made use of it to great advantage. Other 
states have adopted similar laws, but rone of 
them have attempted to carry out ‘the provisicns 
of the law to such an extent as has been done 
in California. For instance, in the California 
state institutions up to January 1929, there had 
been over 6200 sterilizations, nearly three times 
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as many as in all the rest of the country. There 
were very few failures; only three are known in 
males and four in females out of the whole 
group. The operation used in the female was 
cutting and tying the Fallopian tubes through 
an abdominal incision, and vasectomy in the 
male. The United States Supreme Court has 
recently sustained the legality of eugenic sterili- 
zation. 


In the report of the twenty-year period by 
Gosney and Popenoe* there is an excellent sum- 
mary of the whole problem and of the conclu- 
sions that have been reached. The authors 
point out the enormous size of the mental disease 
problem and note that there are three times 
as many patients in hospitals for mental disease 
today in proportion to the total population as 
there were in 1880. About 300,000 patients en- 
ter institutions for the insane each year, al- 
though, of course, many of them do not stay 
long. It is estimated that nearly 4% of the 
population of this country become legally ‘‘in- 
sane’’ at some time before their death. The 
situation in regard to the feebleminded is some- 
what similar. About 4 or 5% of our population 
have an I.Q. below 70 and are therefore tech- 
nieally feeble-minded. On the other hard, only 
60,000 of them are in institutions, leaving at 
large a much greater proportion of feeble-minded 
than insane. Many of the mentally deficient, 
however, are useful and law-abiding citizens, 
even if not brilliant, but it must be admitted 
that ‘‘from their ranks come more than a fair 
proportion of the delinquents and law-break- 
ers and an overwhelming proportion of the de- 
pendents. It is they who absorb the tax-paver’s 
money in public and private charity.’’ They, 
too, have a birth-rate which is equal to, if not 
somewhat higher than, the population as a whole. 
To prevent propagation in these groups, sterili- 
zation is offered as a satisfactory means. 

The results of the large experiment in Cali- 
fornia are interesting. There were no effects 
upon the sexual life of the patients so far as 
could be ascertained by careful check-up of the 
opinions of physicians. In addition, of sixty- 
five intelligent laymen who had had the opera- 
tion done for personal reasons, fifty-four found 
no change; one that he was slightly less sexed 
than before the operation, and nine slightly 
more. On the whole, opinion was ‘‘as nearly 
unanimous as one could expect as to the satis- 
factory results and lack of undesirable results.’’ 
The operation in the male. is the same as the 
Steinach ‘‘rejuvenation’’ operation, a!lthough 
this fact is not generally realized by the public 
at large. The authors comment in regard to 
this aspect of the problem that ‘‘patients seem 
to get rejuvenated when they expect it and pay 

*Sterilization for Human Betterment: A Summary of Results 
of 6,000 Operations in California, 1909-1929, by E. S. Gosney 
and Paul Popenoe. New York: Th@ Macmillan Company, 1929. 
xviii + 202 pages. $2.00. 


See article entitled ‘‘Eugenic Sterilization in California’ on 
Page 880 of this issue by Dr. Popenoe. 


for it; when they do not expect it and pay mere- 
ly for sterilization, they get nothing but sterili- 
zation.”’ 


The survey, finally, points out that the opera- 
tion of sterilization may be done for personal, 
social, or eugenic reasons. The personal reasons 
are usually those of protecting physical health, 
or occasionally preventing mental strain. The 
number of people operated upon for personal 
reasons is difficult to estimate as there are no 
accurate figures obtainable. It is a sound pro- 
cedure, well accepted by the medical profession 
at large. The operation, moreover, for social 
reasons has also been well accepted. It has 
been used in California largely for the treat- 
ment of sex offenders, but it has never been 
emphasized as a means of punishment. It is 
also of advantage to sterilize a certain number 
of mental defectives, but this method must al- 
ways be used as a secondary part of the treat- 
ment, the important modes of treatment be- 
ing supervision and segregation. ‘‘Steriliza- 
tion’’, the authors say, ‘‘offers itself not as a 
substitute for segregation or parole, but as an 
adjunet to parole which makes it possible to ex- 
tend the parole system safely.’’ 

The main use of sterilization, however. is for 
eugenic reasons. There are a few diseases, for- 
tunately rare, such as amarotie idiocy, Hunting- 
ton’s chorea, hemophilia, and deaf-mutism, 
which have a definite hereditary character. 
Sterilization might well be advocated in this 
group of diseases. In mental disease and feeble- 
mindedness we have a mueh larger problem. 
Cases of dementia praecox, for instance. make 
up more than 20% of the first admissions to 
psyehiatrie hospitals in the United States and 
because of the long character of their illness, 
these patients form about 40% of any hospital 
population on a given day. It is fair to admit 
that dementia praecox has a strong hereditary 
tendency, although only about 10% of the off- 
spring are likely to show the disease. With 
psychopathic hospitals laying greater stress on 
the parole of patients, it would seem fair to state 
that sterilization is all the more necessary than 
it was some years ago. The other great class 
of mental disease is the cases of manic depressive 
psychosis. Here the hereditary tendency is even 
more marked in that about 30% of the offspring 
show signs of this disease. Because parole is 
more usually granted on account of the nature 
of the symptoms, sterilization is perhaps more 
important in selected cases of this disease than 
in dementia praecox. 


The final summary of the problem, as esti- 
mated by Gosney and Popenoe after studving 
the results of over 6,000 operations done in a 
period of 20 years, is conservative but impor- 
tant. No such extensive experiment in this field 
of endeavor has ever been carried on _ before. 
They feel that the experiment has been a dis- 
tinet suecess. There have been practically no 
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bad effects; there are rare failures of the opera- 
tion; the mortality is practically nil, and the 
resnits are, presumably, all that could be ex- 
pected. It certainly tends to prevent the birth 
of many inferior children, thereby allowing the 
proportion of superior children born in the pop- 
ulation to increase. It also reduces definitely 
the burden of caring for defectives and de- 
pendents. The program of sterilization for 
eugenie reasons is usually considered as purely 
a negative measure, but the authors of this in- 
teresting book believe that that is only part of 
what physicians and others should advocate. 
There should always be a positive program for 
the encouragement of good breeding to go along 
with the negative one of sterilization. 


THE EXASPERATING MOSQUITO 


ANNOUNCEMENT has been made that Massa- 
chusetts will wage a state-wide war on this in- 
sect. 

Although our problems here with respect to 
the pest are less important than in some other 
parts of the country there are abundant rea- 
sons for the abolition of this irritating summer 
invasion of certain attractive localities. 

We have little, if any, indigenous malaria or 
other diseases conveyed by mosquitoes, but loss 
of sleep and physical irritation may have some 
influence on the health of a nervous person or a 
semi-invalid. In this way the mosquito is a 
health problem. 

The major reason, however, for dealing with 
the mosquito is the economic loss to some com- 
munities by reason of the disinclination of vis- 
itors to frequent certain otherwise desirable 
vacation resorts. 

An anti-mosquito organization is in process of 
being created and efforts are being made to en- 
list public spirited citizens in the campaign. — 

In one county of the State sixty persons have 
shown interest in the formation of the associa- 
tion of which Mr. Fred Dill of Eastham, Presi- 
dent of the Cape Cod Chamber, is one of the 
moving spirits. 

It has been reported that the division of fly 
and mosquito control of Brookline had secured 
in that town 96 per cent. freedom from mos- 
quitoes. This is an example of what may be 
accomplished. 

There seems to be an assurance of an effective 
campaign against mosquitoes in Massachusetts. 


THIS WEEK’S ISSUE 


Contains articles by the following named au- 
thors : 


CockE, CHARLES H. B.A., M.D. Cornell Uni- 
versity Medical College 1905. F.A.C.P. House 
Surgeon, Presbyterian Hospital, New York City 
1907. Attending Physician, Mission Hospital 
and Biltmore Hospital, Asheville, N. C. Gover- 
nor for North Carolina American College of 


Physicians. Attending Physician, St. Joseph’s, 
Zephyr Hill and other Sanatoria. His subject 
is: ‘‘Massive Atelectasis.’”” Page 867. Ad- 
dress: Asheville, North Carolina. 


PuHanevur, Louis E. Phm.D., Ph.C., M.D. 
Tufts College Medical School, 1913. F.A.C.8. 
Professor of Gynecology, Tufts College Medical 
School. Chief of Service, Department of 
Gynecology and Obstetrics, Carney Hospital. 
Consulting Gynecologist, Beth Israel Hospital; 
Leonard Morse Hospital, Natick, Mass.; Hen- 
rietta D. Goodall Hospital, Sanford, Maine. 
Consulting Gynecologist and Obstetrician, Fall 
River General Hospital, Fall River, Mass. His 
subject is: ‘‘Vaginal Operations in the Treat- 
ment of Uterine Prolapse, Cystocele and Ree- 
tocele with Special Reference to the Interposi- 


tion Operation.’’ Page 875. Address: 270 
Commonwealth Avenue, Boston. 
Popenog, A.B., D.Se. (Hon.) Po- 


mona College, California. Secretary, Human 
Betterment Foundation, Pasadena, California. 
Editor, Journal of Heredity 1913-1917. Cap- 
tain, Sanitary Corps, U. S. Army, 1917-1919. 
Executive Secretary, American Social Hygiene 
Association, 1919-1920. His subject is: ‘‘Eu- 
genic Sterilization in California.’’ Page 880. 
Address: 26 North Marengo Avenue, Pasadena, 
California. 


GuazieR, MANuvEL M. M.D. Tufts College 
Medical School 1926. Teaching Assistant in 
Pediatrics, Tufts College Medical School. As- 
sistant Physician in Pediatrics, Boston Dis- 
pensary. Associate Pediatrician, Forsyth Den- 
tal Infirmary. Junior Assistant Pediatrician, 
Beth Israel Hospital. His subject is: ‘‘The 
Sitting Height as a Guide to the Proper Weight 
of an Infant.’’ Page 883. Address: 311 Com- 
monwealth Avenue, Boston. - 


Apams, Donatp S. M.D. University of. Vir- 
ginia 1917. F.A.C.S. Junior Attending Sur- 
geon, Memorial Hospital, Worcester. His sub- 
ject is: ‘‘A Report of Twelve Cases of Septi- 
cemia from the Surgical Services of Memorial 
Hospital, Woreester.’’ Page 884. Address: 36 
Pleasant Street, Worcester. 


BearsE, Cart. M.D. Tufts Medical School 
1915 and Army Medical School, Washington. 
D. C. 1918. Assistant Visiting Surgeon to Beth 
Israel Hospital. Consulting Surgeon to Whid- 
den Memorial Hospital, Everett. His subject is: 
‘*Fishbones as a Cause of Intestinal Perfora- 
tion.’’ Page 885. Address: 483 Beacon Street, 
Boston. 
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MISCELLANY 


SCHOLARSHIPS IN ACCIDENT PREVENTIO 


New York University, the American Museum of 
Safety and the National Society for the Prevention 
of Blindness have issued a call for “men with qual- 


ities of leadership to equip themselves for executive 
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positions in the safety movement” and Rufus D. 
Smith, director of the Extension Division of the 
University, has at the same time announced that ten 
free scholarships to the University’s course in Acci- 
dent Prevention have been made available by Arthur 
Williams, president of the Museum of Safety. A 
scholarship is to be given to the person designated by 
each of the following organizations: 


The Merchants Association of New York 

The New York State Chamber of Commerce 

The Brooklyn Chamber of Commerce 

The Queens Chamber of Commerce 

The Bronx Board of Trade 

The Industrial Education 
Y. M. C. A., Manhattan. 

The New York City Continuation Schools 

The New York Realty Board 

The American Federation of Labor, New York City 
Office 

The General Contractors Association of America. 


Department of the 


“The course will be given evenings at the Wash- 
ington Square Branch of the University. The course 
will be conducted in co-dperation with the Museum 
ot Safety and the ten industrial and commercial as- 
sociations which have been asked to designate schol- 
arship students. The instruction will include: min- 
imum of theory and a maximum of practical data 
growing out of the experience of the industries and 
communities that have been most successful in the 
reduction of accidents. Students of the course will 
be taken through the plants of members of the Mu- 
seum of Safety and the various industrial associa- 
tions where they may observe at first hand the tech- 
nique of accident prevention. 

“The instructors in the course are: C. W. Price, 
consulting safety engineer and former general man- 
ager of the National Safety Council; Dr. E. George 
Payne, Assistant Dean, School of Education, New 
York University; Louis Resnick, director of pub- 
licity, National Society for the Prevention of Blind- 
ness; W. Graham Cole, director of safety, Metropol- 
itan Insurance Company; C. S. Carstens, safety en- 
gineer, Metropolitan Insurance Company. 

“Among the subjects to be covered are: 


What the chief executives of a plant can do to 
promote safety 


What a foreman must do to make his department 
safe 


Making the plant physically safe 


How the eye hazards of industrial occupations can 
be eliminated 


The influences of workmen’s safety committees and 
workmen in accident prevention 


The printed word as a factor in accident prevention 


The fundamental principles of organized community 
safety campaigns 


Safety instruction in the public and parochial schools 


“Safety Week” drives and their effect on permanent 
accident prevention activities 


How papers, movies, and the radio influence the acci- 
dent situation 


Accident prevention in the home 


Traffic surveys and law enforcement as means of acci- 
dent prevention 


RED CROSS OUTLINES MEDICAL POLICY 
IN DISASTER RELIEF 


The American Red Cross 
Washington, D. C. 


According to Dr. William De Kleine, Medical As- 
sistant to the Vice Chairman of the American Red 
Cross, there are two major duties and responsibili- 
ties in disaster which must be assumed by the Red 
Cross Medical and Nursing Service. The first re- 
lates to treatment and care of the sick and injured; 
the second to prevention of illness among refugees 
in disaster areas. It is not the function of the Red 
Cross Medical and Nursing Service, however, to take 
over these duties and supersede the local medical 
and nursing profession, but, where it is necessary 
to supplement the physicians and nurses of the com- 
munity with additional personnel or to expand ex- 
isting hospitals or provide emergency facilities, these 
supplementary services are undertaken by the Red 
Cross. Every effort is made to maintain or restore 
local relationship between physicians and patients. 
Free medical care in disasters is not intended for 
individuals able to pay for such services. Patients 
are encouraged to seek medical advice through the 
usual channels as long as conditions permit. 


Independent emergency hospitals are established 
only where no local hospitals are available or where 
expansion is not possible or desirable. Tent hospi- 
tals are set up only when suitable buildings are not 
available. Some needs which the Red Cross fre- 
quently is called upon to assist in filling in the dis- 
aster area include: 


Increased hospital facilities; organization of emer- 
gency hospitals and hospital clearing stations. 

Establishment of First Aid Stations and dispen- 
saries for treatment of minor ills and injuries. 

Maternity hospital facilities where a large number 
of people are involved in disaster. 

Medical, surgical, and other supplies for use at 
First Aid Stations, dispensaries, hospitals and refugee 
camps. . 

Additional personnel to assist in refugee camps, 
emergency hospitals and first aid stations, and in 
follow-up service in the homes. 


While this is not a complete statement of policy 
the essentials covered briefly indicate the general 
procedure. The Red Cross is responsible to the pub- 
lic for all its services. Endorsement from the coun- 
try is asked in the annual invitation to everyone to 
enroll as members for the coming year. This mem- 
bership is the basis of support for all Red Cross 
functions. Enrollment this year is from November 11 
to 28. 


ADDITION TO THE MASONIC HOSPITAL 
IN SHREWSBURY 


Juniper Hall in Shrewsbury, Massachusetts, now 
known as the Masonic Memorial Hospital, has been 
enlarged and was opened for inspection October 26 
and 27, 1929, by members of the Masonic fraternity. 

The hospital has fifty beds and is equipped for the 
treatment of incurable diseases. 

Twenty patients are on the waiting list. This hos- 
pital was formerly the residence of M. J. Whittall and 
was transferred to the Masonic Grand Lodge of Mass- 


Organizing commercial vehicle operators for safety.” 


sachusetts by Mrs. Whittall in memory of her husband. 
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R&SUM& OF COMMUNICABLE DISEASES IN 
MASSACHUSETTS, SEPTEMBER, 1929 


GENERAL PREVALENCE 


The reported incidence of cases for the month of 
September was not remarkable. The outstanding 
fact was the new low record for pulmonary tuber- 
culosis, the figure of three hundred and ten being 
the lowest reported number of cases for any month 
on record. 

New low records for the month were set by typhoid 
fever and influenza. 

Other diseases which ran distinctively below the ex- 
pectancy are anterior poliomyelitis, lobar pneumonia, 
measles and mumps. 

The reported incidence of german measles, scarlet 
fever, non-pulmonary tuberculosis and whooping 
cough was within endemic limits. 

Diphtheria and chickenpox were the only two dis- 
eases the reported incidence of .which was above the 
expectancy. 

Syphilis with but one hundred and one reported 
cases set a new low record for the month, and gonor- 


RARE DISEASES 


Anterior Poliomyelitis was reported from Boston, 
5; Chicopee, 1; Danvers, 1; Millbury, 1; Nantucket, 
1; New Bedford, 2; Pittsfield, 2; Quincy, 4; Salem, 
2; Springfield, 1; Waltham, 1; total, 21. 

Anthrax was reported from Haverhili, 1; total, 1. 
Dysentery was reported from Boston, 1; Chelsea, 1; 
total, 2. 

Encephalitis lethargica was reported from Newton, 
1; Northampton, 1; Worcester, 2; total, 4. 

Epidemic cerebrospinal meningitis was reported 
from Boston, 1; Holyoke, 1; Lawrence, 1; Leominster, 
1; Lowell, 1; Newburyport, 1; Worcester, 3; total, 9. 

Malaria was reported from Chelsea, 1; Everett, 1; 
total, 2. 

Pellagra was reported from Boston, 1; total, 1. 

Septic sore throat was reported from Beverly, 2; 
Boston, 3; Haverhill, 1; Malden, 1; Marshfield, 2; 
Pittsfield, 1; total, 10. 

Tetanus was reported from Concord, 1; Dartmouth, 
1; Haverhill, 1; Lawrence, 1; total, 4. 

Trachoma was reported from Boston, 1; Lowell, 1; 


rhea equalled the record of 1927. 


MONTHLY REPORT OF CERTAIN 


total, 2. 


COMMUNICABLE DISEASES, 


Cases in Entire Population 


Sept. Sept. Prosodemico Epidemic Sept. Sept oted 

1929 1928 Index Index 1929 1928 yon 
ALL CAUSES 2808 2507 - = 64,1 58.0 - 
Ant. Poliomyelitis 21 120 5 2 
Diphtheria 223 «187 2078 ay 
feasles 106 158 266% 3,6 6.1 
Pnewnonia, Lobar 99 99 109% 2.8 2038 205 
Scarlet Fever 278 314 6.3 75 9.5 
Tuberculosis, Pul. 310 324 480* 95*% Tel 7.5 10.9 
Typhoid Fever 39 42 80s 05s 09 1.0 1.8 
Whooping Cough 416 265 591s 9.5 6e1 13.5 
Chicken Pox 127 97 - - 
Cerman Measles 18 17 - = yer’ 
Gonorrhea 372 388 - 8.5 9.0 - 
Influenza 4 26 - et 
67 74 - - 1.5 1.7 - 
Syphilis 101 116 - - 2.5 207 - 
Tuberoulosis, OoFs 59 46 1.5 1.2 
* This Index is an attenpt to estimate the number of cases based on the trend during 


the past years which can be expected + 


9 occur, and is for the purpose of comparison 


with the number of cases which actually did ocour. 


** This ratio expresses how prevalent the 


disease is compared with the Index mentioned 


above; 1.0 indicates that the actual number of cases equals the expected number, A 
larger nunber means a greater prevalence, and a smaller number a lesser prevalence 


than expected. 
half the expected number of oases, 
described in the August 18, 1927 issue 


*** Caloulated from the Prosodemio Index, 


Thus, 2.0 would indicate twice the expected number of oases, and .5 
The method used to determine the indices is 
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DOCTORS LAUNCH HEALTH EXAMINATION 
CAMPAIGN 


A new precedent has been established in the medi- 
cal profession, it is claimed, with the formal an- 
nouncement of the opening of a drive for public 
health education to be conducted by the private phy- 
sicians of Greater New York. The ten thousand prac- 
titioners represented by the Five County Medical So- 
cieties of Greater New York are personally promoting 
a campaign for improving public health such as has 
heretofore been conducted only by government or 
institutional bodies. 

The purpose of the campaign is to awaken the pub- 
lic to the value of preventive measures in maintain- 
ing health, and the réle of the physician as a guardian 
against, as well as a curer of, disease. Efforts will 
be concentrated during the month of November on 
teaching the importance of a periodic health exami- 
nation as one of the chief means of warding off sick- 
ness or checking incipient diseases. 

The Department of Health is supporting the proj- 
ect, which is also enlisting the co-éperation of public 
schools; welfare, community, and social organiza- 
tions; and public information organs such as the 
radio, the press, and the moving pictures. 


MASSACHUSETTS CENTRAL HEALTH COUNCIL 


REPORT OF THE COMMITTEE ON PUBLIC CLINICS AND 
PROFESSIONAL SERVICE 


Pursuant to the resolution adopted at the meeting 
of the Council at Worcester on October 31, 1928, the 
then President appointed a Committee to make a 
study of problems in connection with public clinics 
and professional service. This is a report of that 
Committee. 


The Committee met and organized and after re- 
viewing the task voted to divide itself into three sub- 
committees to study special phases of the problem. 
Each of these sub-committees has had a series of meet- 
ings of its own and the general meeting received 
tentative reports, after which the sub-committees 
continued to hold meetings and a final meeting of the 
general Committee was held on May 10. At this 
meeting the reports submitted by the Chairmen of 
the sub-committees were received and approved with 
slight modifications. 

The entire report is submitted for consideration 
by the Council and if approved in its present form 
or in an amended form will be sent as per original 
plan to the Constituent Organizations of the Council 
for their review and appropriate action. 

The three sub-committees appointed were as fol- 
lows: 

A sub-committee to study the problem of securing 
professional service for public clinics, of which Dr. 
Joseph H. Pratt was Chairman. This Committee in 
turn appointed a sub-committee to study the problem 
as it affected the dentists, this sub-committee being 
Dr. William Rice and Dr. William Flynn. 

The second sub-committee concerned itself with 
the problem of the public health nurse in relation to 
the free health resources which the community pro- 
vides and a further question which grew out of that, 
namely, to what extent the public health nurse may 
carry on a health educational campaign in connection 
with her work. Of this community Miss Laura A. 


Draper, R.N., of the Community Health Association, 
is Chairman. 

The third committee was called—Sub-Committee on 
Criteria for Admission to and Rejection of Patients 
to Clinics. 

The reports of these three committees will be pre- 
sented in the order just mentioned. 


The Sub-Committee on Public Clinics and Profes- 
sional Service addressed to the Presidents of each 
of the District Medical Societies of Massachusetts 
the following communications: 


“Dear Doctor: 

The Massachusetts Central Health Council recently 
appointed a committee to consider public health clin- 
ics and professional service. I was made chairman 
of a sub-committee to consider problems in connec- 
tion with the appointment of the professional staff 
for public health clinics. There are now a goodly 
number of these throughout the State. The lay mem- 
bers look for guidance to the medical profession. An 
attempt will be made to formulate principles of pro- 
cedure with which leading physicians throughout 
the State are in agreement. With this end in mind 
my sub-committee has prepared a statement of its 
present opinions, which is enclosed. It is important 
to know whether these views are in accord with 
those generally held by the physicians of the State. 

I am desirous of getting your views and those 
of your Society. I hope you will be willing to read 
this memorandum at the next meeting of your Soci- 
ety and ask that suggestions or criticisms be sent to 
you. Any expression of opinion will be helpful to 
our committee. I hope you will sound out the feeling 
of your members and give me the results of your 
inquiry. 

Yours sincerely, 
(Signed) JosepnH H. Pratt, M.D.” 


(Enclosed Statement) 


THE PROBLEM OF SECURING PROFESSIONAL SERVICE 
FOR A CLINIC 


For the Board of Health or private organization 
contemplating clinic service in some one of the many 
aspects of public health, the greatest care must be 
exercised in the selection of the professional staff. 
A clinic for infants and well children, the tubercu- 
lous, the venereal, those needing dental care and the 
like must depend for quality of service on its clini- 
cian more than on any one single factor. Also 
whether the new clinic properly supplements exist- 
ing resources or not depends to a large extent upon 
the ability and judgment of the physician or dentist. 
Advice on personnel should be obtained from the 
local or county professional society involved. But 
it should be borne in mind that a frequently rotating 
service is not satisfactory to either the clinician or 
the clientele. One or a very few local men should 
be selected because of special interest and training 
in the field served. If such are not available, they 
should be brought in to staff the clinic. All profes- 
sional service should be remunerated. 

The nursing staff should be selected with special 
reference to training in public health. Where the 
clinic is not large enough to employ a social worker 
also, the nurse should be familiar with the methods 
of social service case work, since the success of such 
clinics is very largely dependent on intelligent fol- 
low-up.” 
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Dr. Pratt reported that replies were received from 
nearly 50 per cent. of the District Medical Societies. 
The replies suggested no change in the principles 
laid down in the memorandum accompanying the letter 
with respect to selection of clinic staffs. Some of the 
Presidents made supplementary suggestions not of a 
major character which need not be reported here; 
for example, it was recommended that the problem 
be presented through the New ENGLAND JOURNAL OF 
MEDICINE, to the medical profession at large and a 
request made that suggestions be sent to the Com- 
mittee on Clinics of the State Medical Society. This 
of course will be entirely acceptable to- this Commit- 
tee. This sub-committee therefore is prepared to re- 
port that the organized medical profession has so far 
as heard from subscribed to the principles stated in 
the memorandum with respect to securing profes- 
sional service for public clinics. 


The sub-committee on dental clinics sent out 249 
reply postals to school dentists of Massachusetts sub- 
mitting the following questions: 


Question No. 1: In your estimation does the pub- 

‘lie school clinic in your city influence unfavorably 
the private practice of dentistry? If so, in what 
way? 
To this question 87 dentists replied that they knew 
of no unfavorable effect on private practice but they 
believed the clinics to be big factors in educating 
the public on the importance of preventive dental 
work as a public health measure; 2 dentists replied 
that they were aware of the fact that many persons 
of means patronized the clinics; 1 dentist advised 
the appointment of a Standing Committee to advise 
towns as to the inauguration of public clinics (this 
has already been done); 1 dentist replied, ‘Dental 
Clinics run for the care of children exclusively 
should be compelled to investigate more accurately 
the financial status of the families applying for 
treatment”; 1 dentist states, “The great weakness 
in free dental clinic service is the social service in- 
vestigation of patients who could well afford to pay 
a private dentist.” These constitute the answers of 
the 93 dentists replying to question No. 1. 

Question No. 2: Is the attitude of the local den- 
tists toward the clinic cordial or otherwise? 

Sixty-six school dentists replied “Cordial”; 20 re- 
plied ‘“‘Lukewarm, Passive, Indifferent, Unfavorable, 
at first antagonistic, now tolerant”; 8 school dentists 
were non-committal. 

These statements constitute the report of the Sub- 
Committee on public clinics and professional service. 


The sub-committee on the problems of the public 
health nurse in connection with clinics sent the fol- 
lowing questions to the members of the general Com- 
mittee for their consideration and suggestions: 


Question No. 1: How is the public health nurse 
to be guided in her use of the free or partly free 
health resources which the community has provided? 


RECOMMENDATION OF SUB-COMMITTEE BASED ON REPLIES 


That the nurse consider carefully the economic 
status of the family and the possibility that the fam- 
ily employs a “family physician” before she makes 
suggestions as to care. 

That the nurse encourage families able to pay for 
private care, to do so, and discourage the use of pub- 
licly supported agencies. 


That the nurse explain clinic service to such fami- 
lies as are apparently unable to pay the full cost 
of medical care, leaving to the family the responsi- 
bility of choosing between private or clinic care. 


Question No. 2: With how much freedom may 
the nurse proceed to carry on an educational cam- 
paign? 


RECOMMENDATION OF SUB-COMMITTEE BASED ON REPLIES 


That every effort be made by organizations employ- 
ing nurses to act as health educators to secure nurses 
who are as well equipped with judgment, tact and 
common sense as with sound professional education. 
Although this sounds obvious, it goes to the root 
of the matter since no restrictions are necessary for 
a nurse of this calibre, and a nurse who has not these 
qualifications is apt to be a constantly disturbing 
factor. 

The Committee of the Whole considered the rec- 
ommendations of the sub-committee and accepted 
them. This was followed by a discussion of the best 
method of securing an endorsement of these recom- 
mendations by the Committee on Public Health of 
the State Medical Society. It was the consensus of 
opinion that the State Commissioner of Public 
Health, Dr. George H. Bigelow, was the proper per- 
son to take this matter up and on the consent of 
Dr. Bigelow it was so agreed. 


The third sub-committee on the criteria for admis- 
sion to and rejection of patients to clinics had as its 
Chairman, Dr. Henry B. Elkind, and as consultants 
Miss Elizabeth Rice, R.N., of the Boston Dispensary, 
Miss Harriet M. Bartlett of the Massachusetts Gen- 
eral Hospital Social Service Department and Frank 
Kiernan. The Committee in its work was guided 
by the following recommendation of the American 
College of Surgeons adopted at the Boston meeting 
in October, 1928: 

Recommendation Concerning Out-Patient Depart- 
ment—Paragraph 6 in part as follows: 

Lf . that a definite system of determining the 
social or financial status of the patient, in relation 
to eligibility for treatment in the Out-Patient De 
partment be established to prevent the use of the 
service by those who are able to pay.” 


The recommendations of the sub-committee on this 
subject are as follows: 

There should be at the Admission Desk in every 
Out-Patient Department one or more admission offi- 
cers with social training and good judgment, who 
are able to inquire into the social and economic con- 
dition and previous medical care of the patient and 
his family. Each hospital should set up standards 
for the guidance of the Admission Officers. 

1. On the basis of the findings the admitting officer 
should refuse to admit: b 

a. Such patients as in his judgment can afford 
the services of a private physician. 

b. Patients who have been recently admitted to 
another hospital or clinic in the same com- 
munity for the same condition unless formal- 
ly referred or transferred. 

c. Patients who have been under the treatment 
of a private physician recently for the same 
condition, unless the private physician has 
referred the patient to the clinic, or unless 
he consents to the admission. 
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d. Patients outside the geographical limits which 
the hospital may have set up. 


2. The admission officer should admit: 


a. Emergency cases whose final disposition should 
be determined after treatment. 

b. Patients whose income is adequate for minor 
or short-time treatments but who need care, 
the cost of which at private rates would be 
beyond the patient’s ability to pay. 


It is recommended that the admission officer should 
secure the following minimum data in order to iden- 
tify the patient adequately and show the reasons why 
the patient is admitted: Name, age, sex, marital sta- 
tus, address, occupation, name of consort or parents, 
number in the family, number working, income of 
patient and other members in the household, previ- 
ous medical care (name of hospital or doctor, date, 
diagnosis). 

Once admitted the above data should be periodically 
rechecked. 


These three reports constitute the Committee’s re- 
port which is respectfully submitted for your con- 
sideration. 

Henry B. ELKIND, M.D., Chairman 
GrorcE H. BIGELOw, M.D. 
LauRA A. DRAPER, R.N. 

JOSEPH H. Pratt, M.D. 
GERTRUDE W. PEABODY 
WILLIAM RicE, D.M.D. 
WILLIAM M. D.M.D. 
DwicutTt F. O’Hara, M.D. 
LANGDON FROTHINGHAM, D.V.M. 
A. A. ROBERTSON 

FRANK KIERNAN. 


DR. CLARENCE C. LITTLE WARNS AGAINST 
SERUM TREATMENT OF CANCER 


At a meeting at the Lowell General Hospital of 
the medical staffs of the seventeen cancer clinics 
of Massachusetts, October 23, Dr. Clarence C. Little, 
former President of the University of Michigan, 
warned the audience against the use of cancer serum 
treatment. 


FREDERICK A. LEWIS, M.D. EMPHASIZES THAT 
PUBLIC HEALTH IS PURCHASABLE 


A great impetus was given to health work and the 
prevention of disease when Dr. Herman M. Biggs, 
former Commissioner of Health for New York State, 
promulgated his famous slogan that “Public Health 
is Purchasable.” 

It is true that our death rate has decreased; but 
it is also true that there is room for much further 
improvement. Every city and town has its health 
officer, and most of them are doing good conscientious 
work. But many of them in the smaller cities are 
on a part-time basis and are not able to devote to 
this subject the attention which it deserves. It 
is poor policy for a city to economize on the health 
of her citizens, for that health is its most valuable 
asset. It would well repay any city, even the small- 
est, to have a full time health officer and give him a 
good salary. If you pay him a liberal wage you 
expect more of him. 

There is a large amount of detail connected with 
city sanitation. The back doors, not only of factories 


and stores, but of private residences, are often 
neglected, and it is the sum total of the little things 
that counts. The flagrant abuses are easy to correct. 
Everyone realizes that they are detrimental to health. 

A serious epidemic may result from the careless- 
ness or ignorance of a single person. Eternal vigi- 
lance is needed; and this can only be supplied by a 
competent, well-trained health officer. 


OPENING OF THE NEW BUILDINGS OF THE 
CAMBRIDGE HOSPITAL 
On October 28, 1929, the Woolson Building for Chil- 
dren, the Morrill Wyman House for Private Patients, 
and the Nurses’ Home of the Cambridge Hospital 
were open for inspection. 


MALDEN ANTI-TUBERCULOSIS SOCIETY 

During the season just passed the Malden Anti- 
Tuberculosis Society has conducted a series of health 
educational meetings, the last of which was a public 
health meeting in High School Hall, Malden, on Oc- 
tober 21. Five talks were given in manufacturing 
establishments to audiences of employees, Dr. Sam- 
uel Hoberman speaking to the Boston Dye House and 
Friend Brothers Bakery; Dr. C. C. Burpee, chairman 
of the Malden Board of Health addressing the em- 
ployees of the Boston Rubber Shoe Co.; Dr. W. C. 
MacDonald appearing before the Malden Knitting 
Mills and Mr. John Ritchie, president of the society 
giving a talk at the Malden Hand Laundry. 

The public health meeting in High School hall was 
more ambitious, and was one of a series of semi- 
annual large meetings designed for the information 
of the people. The program was a presentation of 
some of the health problems of the city and the 
speakers were all laymen. Mr. Farnsworth G. Mar- 
shall sketched the educational program in public health 
in the schools, a matter in which this city is a leader 
in that it is using a practical method of interesting 
the children by making them custodians of their own 
health so to speak, and thus teaching them health 
habits during the habit-forming age. Mr. Charles H. 
Roy of the joint committee of aldermen and council 
on tuberculosis, outlined the situation as he had 
found it in investigations in behalf of the committee. 
He emphasized the need of a preventorium. 

The mosquito pest was considered by Mr. Louis E. 
Winchell, a Councilman and secretary of the Malden 
Mosquito Control Commission, who dwelt on the 
necessity of co-dperation between neighboring com- 
munities. The need of the Malden High School for a 
gymnasium were noted by the principal, Mr. Thorn- 
ton Jenkins, and in the course of his talk it devel- 
oped that the school has none of the gymnasium facil- 
ities that are now considered to be necessary in the 
program of an up-to-date school. For the concluding 
discussion Mrs. Dorothy Edwards, follow-up worker 
with the Boston Tuberculosis Association, spoke on, 
“The Preventorium-a-Life-Saver,” illustrating the 
story by lantern slides of Prendergast at rest and in 
action. The chairman of the meeting was Mr. John 
Ritchie, president of the society. 

It is interesting to note that these public health 
meetings have each one of them some definite line 
of information. The first one had for its general 
topic, “Where Malden stands in Public Health,” with 
medical men and school authorities for speakers, and 
the second discussed what the agencies, official and 
non-official, are doing for health, incidental to which 
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were demonstrations by school children, boy scouts 
and girl scouts. The third public lecture presented 
the helpful position of state and county in health 
work including exercises and essays by pupils of the 
public schools. Each of these lectures had some bond 
with outside agencies, like the Massachusetts Tuber- 
culosis League, and a motion picture. Fairly large 
companies of citizens are attached to the meetings 
and the society proposes to continue them at semi- 
annual intervals. 


CORRESPONDENCE 


A PROPOSITION RESPECTING ATTENDANCE AT 
THE NEXT MEETING OF THE AMERICAN 
MEDICAL ASSOCIATION 


American Express Company 
65 Broadway 
New York 


October 19, 1929. 
Dr. W. L. Burrage, Sec’y 
Mass. Medical Society, 
182 Walnut Street, 
Brookline, Mass., 


My dear Dr. Burrage: 


Permit me to address you at this time in con- 
nection with the proposed convention of the Amer- 
ican Medical Association, which will convene in the 
city of Detroit, Michigan, during the period of June 
23 to June 27, 1930. 

As State Secretary of your Association, you are 
fully conversant with the fact that during the past 
several years, the American Express Travel Depart- 
ment has enjoyed very close relationship with hos- 
pital and medical associations, in the matter of caring 
for the travel requirements of their delegates and 
members. 

In connection with your Convention next year, we 
will endeavor to unite the members from the follow- 
ing Eastern States into one official unit, in order 
that they may be privileged to travel to and from 
the Convention City in a body representative of the 
American Medical Association:—Connecticut, Dela- 
ware, Washington, D. C., Maine, Maryland, Massachu- 
setts, New Hampshire, New Jersey, Ohio, New York, 
Pennsylvania, Rhode Island, Vermont. 

We shall have prepared in the near future, a 
definite outline of our proposed trip, and we shall 
be glad to submit same to you for your consideration 
and endorsement. 

I know that you are fully appreciative of the fact 
that by availing yourself of the facilities of a large 
travel organization, like our own, you will be ren- 
dering a great service to the members of your State 
Association, as they will not only receive the benefit 
of special service, but will also be favored with spe- 
cial rates, which we are permitted to offer in con- 
nection with group movements. 

Will you kindly consider the above matter and ad- 
vise us if we may anticipate your support in our 
endeavour to have the members of your State Asso- 
ciation represented in the large body which will 
travel from the Eastern part of this country to be 
in attendance at the Convention. 

- We assure you that it is our sincere purpose this 
year to do everything possible to make the visit of 


your members to the Convention City a most happy 
and enjoyable vacation. 
Awaiting your esteemed favor, I remain 
Yours very truly, 
S. W. HoLianp, 
Passenger Trafic Manager. 


ARTICLES ACCEPTED BY THE AMERICAN MEDI- 
CAL ASSOCIATION, COUNCIL ON PHARMACY 
AND CHEMISTRY 


535 North Dearborn Street, Chicago, IIl., 
x October 25, 1929. 
Dr. W. P. Bowers, Managing Editor, 
The NEw ENGLAND JOURNAL OF MEDICINE, 
165 Newbury Street, 
Boston, Mass. 
Dear Doctor: . 

In addition to the articles enumerated in our letter 
of September 28 the following have been accepted: 
Cutter Laboratory 

Diphtheria Toxoid—Cutter 
Eli Lilly & Co. 
Merthiolate 
Winthrop Chemical Co., Inc. 
Luminal Capsules, 11% grains. 
Yours truly, 
W. A. PuckNner, Secretary, 
Council on Pharmacy and Chemistry. 


RECENT DEATH 


CUSHMAN-—Dnk. B. G. W. CusHMAN died October 2, 
1929, at Auburn, Maine, at 66. " 

He was born in Sumner, Maine, April 2, 1863, the 
son of Mr. and Mrs. S. G..Cushman. - He graduated 
from Bates College in 1885 and took the M.D. degree 
from the Maine Medical School in 1891. From 1896 
to 1906 he was adjunct surgeon at the Central Maine 
General Hospital in Lewiston and later head sur- 
geon until he retired. He was a Fellow of the Ameri- 
can College of Surgeons and the American Medical 
Association. He is survived by his wife, a son and 
a daughter. 


OBITUARY 


NORMAN PERKINS WOOD, M.D. 


The late Norman Perkins Wood was a man of im- 
portance in Franklin County. He practiced medi- 
cine in Northfield for forty-one years and was much 
in the life of the town during all that time, pass- 
ing to his long rest on July 23, 1929, at the age of 
eighty-three. The facts of his life are that he was 
the son of Captain Alvan and Rosamond Lee Wood 
and was born at Barnard, Vermont, July 30, 1845. 
Preparing for college at Green Mountain Perkins 
Academy he entered Tufts College and took an A.B. 
in 1874 and an A.M. in the following year. After 
serving as superintendent of the Lyman School for 
Boys at Westborough, Massachusetts for four years 
Dr. Wood went to the Green Mountain Academy at 
South Woodstock where he was principal. He read 
medicine with Dr. 0.‘W. Sherwin of that town and 
took an M.D. from the University of Vermont College 
of Medicine, at Burlington in 1882. He settled in 
practice in Londonderry, Vermont and in 1888 went 
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to Northfield for the rest of his life, joining the 
State medical society the following year. Bye and 
bye he joined the American Medical Association. He 
was vice-president of the Franklin District Medical 
Society in 1894 and president in 1895-1896. From 
1903 until 1917 Dr. Wood was a councilor from Frank- 
lin to the parent society and for twenty-five years he 
was a member of the local pension board. His inter- 
est in public affairs was intense so for forty years he 
was chairman of the Dickinson Memorial Library; he 
was also school physician for a series of years, asso- 
ciate medical examiner for the eastern district of 
Franklin County, president of the village improve- 
ment society and chairman of the committee having 
charge of the celebration of the 250th anniversary 
of the founding of Northfield. 

Dr. Wood served in the Legislature in 1912 and 
had been a presidential elector in 1905, casting his 
vote for Roosevelt. He spoke often in town meetings 
and was past master of Harmony Lodge of Masons. 

In 1879 he was married to Nellie M. Weatherhead 
of his native town, who survives him with two sons. 
Dr. Wood will be much missed both in Northfield 
and in the State of Massachusetts as a fine type of 
general practitioner who contributed a great deal to 
the welfare of his community. 


NEWS ITEMS 


APPOINTMENT OF DR. WINTHROP ADAMS— 
General F. T. Hines, Director of the Veterans’ Bu- 
reau, has appointed Dr. Winthrop Adams Medical 
Director of the bureau. Dr. Adams was assistant 
to the late Dr. Crossman of New Hampshire and has 
been acting director since Dr. Crossman’s death. 

Dr. Adams is a native of Cambridge, graduated 
from Tufts College Medical School, later serving in 
the navy during the world war and since 1919 has 
been in the Veterans’ Bureau Medical Service. He 
was assigned to serve in Washington in 1924. 


HARVARD MEDICAL SCHOOL NEWS—tThe fol- 
lowing appointments and resignations were made 
public by the Dean’s Office on October 16, 1929. 

Appointments: 

From January 1, 1930 to September 1, 1930: Louis 
Klein Diamond, M.D., Assistant in Pediatrics. 

From September 1, 1929 to January 1, 1930: Frank 
Brostrom, M.D., Teaching Fellow in Orthopaedic 
Surgery. 

From August 1, 1929 to August 1, 1930: Norval 
Foster Burk, Ph.D., Research Fellow in Physical 
Chemistry. 

From September 1, 1929 to July 1, 1930: John 
Bernard McKenna, M.D., Assistant in Neuropathology. 

For one year from September 1, 1929: Heinrich 
Brugsch, M.D., Assistant in Medicine; John Molloy 
Flynn, M.D., Assistant in Medicine; Robert Fort 
McGrath, M.D., Assistant in Medicine; Frank Read 
Hopkins, M.D., Assistant in Pediatrics; Arthur Ray 
Turner, M.D., Assistant in Pediatrics; Gaylord Palmer 
Coon, M.D., Assistant in Psychiatry; Samuel Alex- 
ander Robins, M.D., Assistant in Roentgenology; 
Daniel Joseph Duggan, M.D., Assistant in Surgery; 
Jacob Fine, M.D., Assistant in Surgery; Lyman Gilder 
Richards, M.D., Assistant in Surgery; James Martin 
Woodall, A.B., Teaching Fellow in Anatomy; Irvin 
Sigwald Danielson, M.S., Teaching Fellow in Biolog- 


ical Chemistry; Clyde Wallace Holland, M.D.C.M., 
Research Fellow in Medicine; Leone McGregor, M.D., 
Ph.D., Research Fellow in Pathology; Frederick 
Montgomery Spencer, M.D., Research Fellow in 
Pediatrics; Zenon Bacq, M.D., Research Fellow in 
Physiology; William Raab, M.D., Research Fellow in 
Physiology; Oliver Spurgeon English, M.D., Research 
Fellow in Psychiatry. 

Resignations effective September 1, 1929: Norman 
McLeod Hunter, M.D., Assistant in Laryngology; 
James Leavitt Stoddard, M.D., Research Fellow in 
Medicine. 


DR. F. B. LUND ADDRESSES THE NEW YORK 
SURGICAL SOCIETY—On Wednesday, October 30, 
Dr. F. B. Lund delivered an address before the New 
York Surgical Society at its Fiftieth Anniversary 
Exercises in the New York Academy of Medicine. 
The subject of his address was ‘The Influence of the 
New York Surgical Society on the Development of 
Surgery”. 

The program of this meeting is as follows: 

Introduction by the President. 


Address by Dr. Fred B. Lund. Title: The Influ- 
ence of the New York Surgical Society on the Devel- 
opment of Surgery. 


Address by Dr. William J. Mayo. Title: Personal 
Reminiscences of the Members of the New York Sur- 
gical Society. 


Response for the New York Surgical Society by 
Dr. Ellsworth Eliot, Jr. 


REMOVALS 


Dr. George B. Rice announces the removal of his 
office from 270 Commonwealth Avenue to 99 Bay 
State Road, Boston. 


Dr. Herbert H. Howard announces the removal of 
his office from 395 Commonwealth Avenue to the 
Professional Building, 270 Commonwealth Avenue, 
Boston. 


— 


REPORTS AND NOTICES OF 
MEETINGS 


THE MAINE STATE CONFERENCE OF SOCIAL 
WELFARE 


The twentieth annual session of the Maine State 
Conference in Social Welfare was held in Portland, 
Maine, October 17, 1929. Dr. B. E. Moulton eiinnate 
the delinquent child problem. 

Miss A. K. Hanna spoke on the lack of juiediitte 
courts to hear and dispose of cases. 

Governor W. T. Gardiner addressed the conference 
after a banquet in the Eastland Hotel. Others dis- 
cussed various problems on delinquency. 


WORCESTER NORTH DISTRICT MEDICAL 
SOCIETY 


The regular quarterly meeting of the Worcester 
North District was held at Leominster Hospital, 
Tuesday, October 22, 1929, at 4 P. M. 

Dr. C. Guy Lane, of Boston, gave an illustrated 
talk on “Diagnosis and Treatment of Skin Disease.” 


/ 
/ 
. 
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The causes and latest methods of handling the con- 
ditions more frequently met by the general practi- 
tioner were described in detail. 
The Ladies’ Guild of the hospital served a most 
delightful turkey dinner. 
C. H. JENNINGS, Secretary. 


THE ANNUAL MEETING OF THE 
BOSTON DISPENSARY 


This meeting was held October 23 at the Dispen- 
sary on North Bennet street. The officers elected 
are as follows: 

Robert W. Maynard, secretary; Ashton L. Carr, 
treasurer; R. Minturn Sedgwick, chairman of the 
finance committee, and Frank E. Wing, director of 
the dispensary. 

The report stated that since the first of the year 
6558 new patients have been admitted to the morning 
clinics and 1458 to the evening clinics, a total of 8016. 
Of these new patients, 50 per cent. were sent to the 
dispensary by those who had previously been there. 
During the first nine months 108,996 visits have been 
paid to the dispensary. 

Staff doctors have made 4268 district visits, a fig- 
ure which exceeds the number for the same period 
in 1928 by more than one-third. Children, during 
the latest nine months’ period, have been given 6258 
hospital days’ care. 


THE DUNHAM LECTURES 
(Continued from page 852, issue of October 24) 


The third lecture in the series was given on Fri- 
day, October 11, 1929 on the subject of “The Principle 
of Antagonism.” In the old days, Professor Bar- 
croft pointed out everything in the body was con- 
sidered either anabolic or katabolic. The vagus 
action on the heart was katabolic while the sympa- 
thetic was anabolic, and so on. This has been given 
up, claimed Professor Barcroft, because we have 
become more chemical. Thus, today it is more com- 
mon to think of antagonistic nerves to blood vessels 
than to say that metabolites and direct stimulation 
affect them. 

There are several different types of antagonism. 
First, two nerves may act on one muscle cell, such 
as in smooth muscle. Then, two nerves may act on 
two separate muscles such as in the pupil. Third, 
two nerves may act on two muscles such as on the 
muscles of the eyeball. From here it is but a step 
for two nerves to act on two muscles antagonistic 
and acting on a bone and joint. The last type is 
where two antagonistic nerves act on two sets of 
muscles as used in opposing two fingers. 

This antagonism is well illustrated in the action 
of nerves on blood vessels. The older idea was that 
«construction and dilatation were both active energy- 
‘producing motions. The theory now is that the ves- 
sel begins at full dilation and tone plus constriction 
brings it to the size presented. Experiments were 
carried out to see if this theory applied to the 
coronary vessels. Here, because of the heart beat, 
its irregularity, and its formation of metabolic prod- 
ucts, the problem was difficult. Using a heart-lung 
preparation, experiment showed that: (1) the coro- 
nary blood flow increases when the vagus is cut; this 
is not due to the increased speed of the heart as pre- 
liminary alteration in its rate had no such effect; 


(2) alterations in the output of the heart are due to 
the integrity of the vagus: (3) stimulation of the 
central end of the vagus increases coronary blood 
flow. Therefore, one may conclude that the coronary 
vessels are controlled in the same way as the periph- 
eral blood vessels. Further experiments not yet 
completed serve to show that the same reactions go 
on in the circulation to striped muscles, that is, after 
dilatation, a peripheral tone, abrogated by stimulating 
the nerves or abolishing metabolism, takes hold, fol- 
lowed by the normal tone under the control of the 
sympathetic. Further constriction is also governed 
by the sympathetic system. 

Why then, asked Professor Barcroft, do we have 
two antagonistic nerves acting in this way? He 
answered this by saying that it was because at the 
moment of the greatest activity of the muscles, the 
most complete dilatation is desired. Another ques- 
tion he put and did not answer was the why and 
how of nystagmus. Is it a simple case of a more 
complex antagonism like respiration? Respiration 
is changed by many things like stroking the hair, 
tampering with the posterior roots, etc., so why not 
the eyes? 

Professor Barcroft concluded his talk by playing 
some gramophone records on which were recorded 
miscle contractions. With each contraction of a mus- 
cle, electrical changes occur which may be amplified 
ani translated into sound. There were recorded a 
biceps contraction in man, and various phases in re- 
spiratory contractions in the diaphragm of a cat. 

The fourth and last lecture in the series was given 
on Monday, October 14, on the subject “Stores of 
material.” 

The storage of sugar, Dr. Barcroft pointed out, was 
early investigated and the process was easily dis- 
covered because the tests were easy and quite well 
defined. The question which still remains is how 
does the liver know when the blood sugar level is 
not normal and when it should store or give up 
sugar. Ferments or metabolites may be considered, 
but the problem is still unsolved. 

The storage of calcium is another great problem. 
It has been proved that a high or low calcium diet 
causes the building up or breaking down of the 
bony trabeculae. It is thought that phosphorus, 
stored as hexose diphosphoric acid in the corpuscles, 
is hydrolyzed in the bone to calcium phosphate, 
vhich, being formed in excess of what can be re- 
sorbed, is laid down as trabeculae. A similarity to 
the formation and using up of glycogen is clearly 
seen. 

The older physiologists taught that oxygen was 
stored in the muscles and used as needed. Today 
we know that if it is at all stored there, it is prob- 
ably only enough to give contraction to the muscles, 
and that the main storage of oxygen is, first, in the 
residual air of the lung, and second, in the haemo- 
globin. Dr. Barcroft believes that in the lower and 
coid-blooded animals there is a store of oxyhaemo- 
globin. In certain worms the nerve cells have been 
found to contain haemoglobin. In view of the fact 
that certain forms of life can live for long periods 
in de-oxygenated atmospheres, the thought seems 
untenable that an animal able to live under such 
conditions would previously have been existing up 
to its oxygen-bearing capacity. Certainly, there 
must be some kind of storage of oxygen. 

The spleen is a great storehouse for red cells. 
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This has been proved in many ways. Rats, exposed 
to carbon monoxide gas and then examined, showed 
that the liver was more saturated in a given space 
of time than the spleen, but that the spleeen lagged 
more in giving up its carbon monoxide. If two 
dogs are so connected that the carotid sinus of one 
is perfused by the blood of the other, a lowering of 
the blood pressure of the first dog even as little as 
two millimeters will cause splenic contraction in the 
other. Exercise will cause contraction of the spleen. 
‘At the beginning of hemorrhage the spleen contracts. 
Emotions are a powerful factor in causing this 
phenomenon. A dog’s spleen became progressively 
smaller as he smelled, heard, saw, and pursued a 
cat. The spleen is found to contract after operations 
on the intestines, not dilating again until a month 
later; the cause is unknown. It dilates at the be- 
ginning of pregnancy, contracts near the end, and 
after delivery dilates again. Such multiple evidence 
forms ample proof of a splenic storehouse for erythro- 
cytes. 

On Tuesday, October 15, a discussion of the lec- 
tures given by Dr. Barcroft was held. Dr. Cannon 
opened the discussion by referring to the experiments 
of Dr. Barcroft on the effect of cold upon the organ- 
ism. In his experiments with the cat, the heart rate 
rose markedly upon exposure to cold; since the heart 
was denervated, this reaction was due to adrenal 
action. Dr. Cannon has never observed the phenom- 
enon, called by Dr. Barcroft “basking in the cold,” 
in cats. This relaxation of the body reaction may 
be the cause of the slower heart rate on exposure 
to continued cold. 


Dr. Henderson referred to the so-called constancy 
of the internal environment. He pointed out that the 
internal environment does vary, but in a regular 
manner of variation, such as the oxygen concentra- 
tion in the blood. Since the high degree of con- 
stancy is the more important, the variations are re- 
garded as merely subservient to the essential end. 

Dr. A. V. Bock cited some experiments on the 
action of adrenalin on the peripheral circulation. 
With the subcutaneous injection of one half to one 
and a half cubic centimeters of adrenalin the diastolic 
blood pressure falls, the systolic blood pressure goes 
up, the blood flow increases, and the metabolism 
increases. Why should the blood flow increase, asked 
Dr. Bock, if peripheral constriction takes place? Dr. 
Barcroft suggested that the fact that adrenalin dilates 
the ventricles of the heart thus increasing the out- 
put would influence the peripheral blood flow. Dr. 
Cannon pointed out that if the peripheral circulation 
is t‘ed off, there is a rise in blood flow with adrenalin, 
while if the splanchnic circulation is tied, there is 
a fall in blood flow. Thus, dilatation of the peripheral 
bed more than could be compensated for by splanchnic 
constriction will give a diastolic fall in blood pres- 
sure and an increased blood flow. 

The reason for the double innervation of organs, 
said Dr. Cannon, may perhaps be explained by taking 
the heart as an example. The vagus nerve may affect 
the heart without constricting the pupils or increas- 
ing stomach peristalsis. The sympathetic on the 
other hand acting through multiple nerves from the 
whole sympathetic chain affects all the organs of the 
body. This may be a happy provision of nature. 

Dr. Dill reported on some experiments on splenec- 
tomized and normal persons showing that the spleen 


is not necessary to keep the blood concentration of 
serum proteins constant. 

The lectures were a great success and well car- 
ried out the purpose of their founder in promoting 
better understanding between American and foreign 
physiologists. 


THE MEETING OF THE EASTERN DIVISION 
OF THE SANATORIUM ASSOCIATION 


(From Our Regular Correspondent) 


The sixth Fall meeting of the American Sanatorium 
Association, eastern division, met at the Yale Medi- 
cal School, New Haven, Connecticut, October 10, 11, 
1929. All meetings were held in the auditorium 
of the Sterling Hall of Medicine. 

The program included addresses by Professor John 
Alexander, of the University of Michigan; Dr. Lawra- 
son Brown, of Saranac Lake, New York; Dr. J. Burns 
Amberson, of Loomis, New York; Dr. Harry Lee 
Barnes, Wallum Lake, Rhode Island; Dr. Samuel B. 
English, of Glen Gardner, New Jersey, and Dr. Victor 
C. Cullen, of Maryland. 

Those who engaged in the discussion of child vac- 
cination for tuberculosis by the Calmette method 
were as follows: Dr. Edward R. Baldwin, of Saranac 
Lake, New York; Dr. Stephen J. Maher; Dr. S. A. 
Petroff of Saranac Lake; Dr. William H. Park and 
Dr. Camille Kereszturi of New York. : 

During the inspection of the William Wirt Win- 
chester Hospital for the Tuberculous, the use of the 
fluoroscope for the physical examination of the chest 
was explained by Drs. Haynes H. Fellows and Ada 
Chree Reid of New York. Dr. Ethel C. Dunham, of 
the Pediatrics Department, Yale Medical School, spoke 
on tuberculosis of the abdominal lymph nodes. 

Dr. John Alexander, Assistant Professor of Sur- 
gery at the University of Michigan, discussed the 
subject of “Surgical Treatment of Pulmonary Tuber- 
culosis” with illustrations. He emphasized the point 
that tumors of the esophagus must be diagnosed not 
by the swallowing of a barium meal but by the swal- 
lowing of barium bougies, if operative means are 
to be useful. He has explored the superior medi- 
astinum under local anaesthesia. Dr. Alexander has 
also removed foreign bodies from the lung without 
the aid of bronchoscopy. At the session, Dr. Alex- 
ander explained the usual surgical measures employed 
in tuberculosis, namely: phrenicotomy, artificial 
pneumothorax, and thoracoplasty, but stressed cer- 
tain modifications which experience has seemed to 
make desirable. 

In phrenicotomy, about three inches of the phrenic 
nerve is ordinarily resected, but he favors crushing 
the nerve, the advantage lying in the impermanence 
of the interruption. Injection of the nerve with 
alcohol is disproved because of the possibility of 
ultimately causing a cervical neuritis. 

Phrenicotomy is accomplishing good results in three 
out of four cases. There is a reduction in sputum 
production, reduction in fever, and some gain in 
weight. This operation should be performed both as 
a treatment and as a preventive measure of recur- 
rence. 

If artificial pneumothorax is not feasible by pleural 
adhesions, cautery may be employed in this removal. 

Thoracoplasty not only permits collapse of the 
lung but also a cosmetic effect in tending to straight- 
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en a spine that is scoliosed by the pull of pleural 
scars. 

Another means of immobilizing the thorax is a 
combination of phrenicotomy and multiple neurecto- 
my. This is indicated where thoracoplasty is danger- 
ous because of the age of the patient or the condition 
of the other lung. 

Dr. Alexander devised an operation which is in- 
tended to rest an apical cavity. The pectoralis ma- 
jor muscle is cut away from its sternal and clavicu- 
lar origins, and is turned back on the remaining 
pedicle where the nerves and vessels enter. The 
periosteum from part of the first to third ribs is 
separated so that the lung falls away from the costal 
wall. The muscle is then pulled over the first rib, 
down behind the first three ribs, and then folded up- 
ward again, thus creating a double layer of pectoralis 
muscle behind the ribs. The detached periosteum 
gives rise to three new ribs, the final effect appar- 
ently being the creation of a new and more depressed 
chest wall. 

These measures are not direct attacks on tuber- 
culous lesions but are only useful accessories. They 
should not be used when life is endangered thereby. 

It was mentioned in passing that although sano- 
crysin is not popular in this country, it is claimed 
to have been used successfully in Norway in selected 
cases. 

A second talk was delivered by Dr. Harry L. 
Barnes of Wallum Lake, R. I. This was a statistical 
report of 410 cases of tuberculous pregnant women 
in which he showed that abortion was rarely bene- 
ficial to such patients. It is the hardship of infant 
care in the home and not the foetus in the uterus 
which endangers the life of tuberculous women. 

Dr. Edward J. Baldwin of Saranac Lake discussed 
“The Principles of Immunology as Applied to Tuber- 
culosis’”. He regarded immunity in tuberculosis as 
a relative and not an absolute condition, the nature 
of which, whether cellular or humoral, is not yet 
known. However, nothing has been found in serum 
that confers immunity, although agglutinins and 
precipitins are present. Tubercle formations are 
local cellular reactions of the nature of foreign body 
reactions. In this case the foreign body is of a com- 
plex nature. It consists of wax and protein and this 
protein is irritant, producing the so-called state of 
allergy. 

Resistance to tuberculosis is measurable by the fate 
of the bacillus in the tubercle; that is, if the bacillus 
grows, resistance is low; if it dies, the resistance 
is high. Immunity in tuberculosis depends on the 
development of tubercles. If we have no tubercles 
the body seems less resistant to tuberculosis. The 
presence of the tubercles is closely associated with 
allergy to tuberculosis. Dead bacilli can produce 
tubercles and a certain degree of immunity. The ef- 
fect of weak living bacilli is comparable. Large in- 
fecting doses will overcome this immunity, just as 
comparatively immune animals can be overcome by 
massive infection. Agglutination may promote im- 
munity by preventing formation of miliary tubercles. 

Calmette claims to immunize cattle and infants 
with the Bacillus Calmette Guerin (B. C. G.), but 
denies the connection of allergy or sensitization with 
this immunity. His statistics are dubious and there 
is danger of false security. Vaccination against tu- 
berculosis is of limited application. 


The important question is, can tuberculosis, which 
takes its death toll in the hundreds of thousands 
every year, be controlled by infant vaccination. 

Dr. Stephen J. Maher, of New Haven, Connecticut, 
a personal friend of Professor Calmette, of the Pas- 
teur Institute in Paris, who developed the technique 
of infant vaccination against tuberculosis, delivered 
an address on “Bacillus Calmette Guerin”, the new 
vaccine, while Dr. S. A. Petroff, of the Trudeau Lab- 
oratories, at Saranac Lake, led the opposition. 

The question of whether the children of the United’ 
States should be inoculated with “Bacilli Calmette 
Guerin’, as more than 125,000 French children have 
been, was presented for solution, and the determina- 
tion reached here will influence the opinion of the 
general body of tuberculosis specialists throughout 
the country. 

Both Dr. Maher and Dr. Petroff debated the prob- 
lem at the convention of the International Tuberculo- 
sis Society in Rome last year, and the question of 
the efficacy of the vaccine was brought before the 
League of Nations, but the League declined to take 
definite action. 

Dr. Maher emphatically advocated its use, basing 
his recommendation on the extraordinary results ob- 
tained in France, where “Bacillus Calmette Guerin” 
has been given to more than 125,000 children in the 
past five years. 

The vaccine B. C. G. takes its name from the 
initials of its discoverers, and from its classification 
as a bacillus and is administered to new-born babies 
in the form of a teaspoonful of milk containing hun- 
dreds of millions of a certain strain of live bovine 
tubercle bacilli. 

Results of the work in France have conclusively 
shown its worth, according to Calmette and his fol- 
lowers. To quote one set of figures given by Cal- 
mette in his address to the League of Nations, among 
a large group of babies born of tuberculous mothers 
and neither separated from their mothers nor vacci- 
nated, the death rate from tuberculosis was 18 per 
cent. while among another group under the same 
conditions, but who received the vaccine, the tuber- 
culous death rate was only 2.4 per cent. 

In the same groups the death rate from all causes 
for the non-vaccinated children was 24.3 per cent. 
while for those receiving vaccination it was less 
than half that, 10.4 per cent. The evident correla- 
tion between B. C. G. vaccination and resistance 
to general disease as well as to tuberculosis, is be- 
lieved to be due to the setting up of body antitoxins 
in the child, induced by the vaccine. 

Speaking of the international interest being shown 
in the question of whether the vaccine shall be used, 
Dr. Maher said in substance: At the International 
Conference on Tuberculosis held in Rome last fall, 
I found a very surprising state of affairs. The mat- 
ter that chiefly interested the delegates from all over 
the earth was B. C. G., a subject not mentioned on 
the program of the conference. Its absence from 
the program, however, made not the slightest dif- 
ference. It was in the air. It was on everybody's 
tongue. It echoed through all the hotels and through 
all the meetings. It caused more exciting debates 
than all the scheduled topics put together. 

Repercussions from these debates are still heard 
in all the principal medical centers of the world. 
What is this question of B. C. G.? It is this: 
“Shall we or shall we not administer to new-born 
babes a spoonful of milk containing hundreds of 


Volume 201 
Number 18 


EDITORIAL DEPARTMENT 


905 


millions of a certain strain of live bovine tubercle 
bacilli, with the expectation that such a feeding will 
safeguard the babes from infection with tubercu- 
losis? This strain of tubercle bacilli called B. C. G. 
is a bovine tubercle bacillus from which Calmette 
and Guerin claim that all power of producing tuber- 
culosis or other diseases has been removed. 

In the report to the League of Nations an account 
of the successful use of B. C. G. in 31 countries of 
the world, from North and West Africa to Yugoslavia, 
including all the countries of Europe and most of 
those of America is given. 

The history of the development of B. C. G. quot- 
ing Calmette is as follows: 


“On the first of July of this year 1928, it was 
seven years since I, in conjunction with B. Weill- 
Halle, tried to vaccinate against tuberculosis a new- 
born babe at the maternity department of the 
Charity Hospital. Some days after the birth of the 
infant, its mother died of consumption, and it faced 
the prospect of being brought up by its grandmother 
who was also a consumptive. Its chances of living 
were therefore scant. 

“We felt that because of the good results that 
since 1912 had followed the efforts of C. Guerin and 
myself to vaccinate calves against tuberculosis with 
our artificially attenuated tubercle bacillus known 
as B. C. G., we were justified in trying to protect this 
child from the tuberculous infection to which it 
ws sure to be exposed daily. ; 

“This effort of ours was successful. The child 
is living. He has had no sickness of any kind. This 
result, and our conviction founded on a great num- 
ber of our experiments on the lower animals, includ- 
ing anthropoid monkeys, that B. C. G. was harmless 
for all animals, led us to feel that we should repeat 
the experiment on a large number of infants.” 

In France alone, Professor Calmette says in his 
report, the number of infants thus vaccinated had, 
on November 1, 1928, reached the enormous figure 
of 116,180. 

Among the group of 3,607 infants who were vac- 
cinated and about whom complete case records were 
available, the tuberculosis death rate for those from 
one month to a year old was 1% per cent., even in- 
cluding those whose deaths were diagnosed as due 
to meningitis. The death rate among the vacci- 
nated children from one year to four years old was 
3/10 of one per cent. 

Dr. Maher said that the period of immunization 
after vaccination is one month and those who do 
not show allergy to skin tuberculosis are revacci- 
nated. He also dealt with the report of the League 
of Nations Commission, appointed to investigate Cal- 
mette’s claims, which was made up of bacteriolo- 
gists, veterinarians and clinicians. The bacteriolo- 
gists found B. C. G. harmless to laboratory animals. 
It caused no progressive tuberculosis. However, the 
bacteriologists recommended that further study and 
experimental investigation be made of the B. C. G. 
vaccine and that outlines of the procedures and find- 
ings be made. 

The Clinician Commission reported that the data 
are sufficient and uniform as far as statistics are 
concerned. 

The Veterinarians reported: (1) That the vaccine 
of cattle was harmless. (2) The B. C. G. possesses 
immunization power. (3) They advocated however 
that controlled experiments be carried out. 

The League of Nations Commission, however, was 


made up of a group who all, except one, favored B. 
C. G. Many opponents were not members of the 
Commission. 

Dr. S. A. Petroff was outspoken in his opposition 
to the use of vaccine in this country. He said that 
he believes that the inoculation of 125,000 children 
in France was a mistake and that he fears that in 
later life they will develop active tuberculosis from 
the B. C. G. which is, like every vaccine, a mild 
form of the disease icself. 


Dr. Petroff has performed experiments by inocu- 
lating animals with B. C. G. He found that as a 
result two per cent. of the animals acquired gener- 
alized tuberculosis. He also found that after six or 
seven inoculations were made in animals, the viru- 
lence of the organism was regained. 

Dr. Petroff investigated the dissociation phenom- 
enon. He isolated two strains; one, the “R” strain 
which is non-pathogenic for guinea pigs and grows 
in an acid medium; two, the “S” strain which is 
pathogenic for guinea pigs and grows in an alkaline 
medium. 

Five different types of these strains were studied 
by Dr. Petroff and all gave the same results. The 
virulence of the “S” form was raised by growth on 
alkaline media as was seen by animal inoculation. 
As far as the dissociation is concerned the “R” form 
may protect against small amounts of “S” forms 
that are ordinarily virulent. 

A high percentage of positive tuberculin reactions 
was found in vaccinated children in both tuberculous 
and non-tuberculous surroundings as compared with 
a cross section of the whole population. 

Dr. Petroff raised the question of tuberculizing 
the world as a prophylactic measure. He asked 
what became of the bovine type after puberty. The 
bovine type of infection is known to be rare after 
puberty. However, there may be arisk with B. C. G. 
for it may aid the incubation of the human 
form. The question of the effect of bovine type was 
further discussed. It is known that Tubercle Bacilli 
may mutate. The B. C. G. has a low virulence. But 
little is known of its virulence after passing through 
humans. 

Dr. Camille Kereszturi, of New York, reported his 
work with Dr. William H. Park of New York. Their 
method of vaccination was oral and subcutaneous. 
They vaccinated infants ten days after birth and 
found that vaccination was necessary later. All 
cases studied were from infected families. Some of 
the patients were vaccinated, others were not and 
sO were used as controls. The nurses attending these 
patients did not know who were and who were not 
vaccinated. All possible checks were made on both 
types of patients by means of tuberculin tests, blood 
counts, and sedimentation tests. However, the con- 
trol patients were less co-dperative and less intel- 
ligent and were subjected to greater exposure. The 
patients were divided into three groups: (1) Open 
cases in which Tubercle Bacilli were found in the 
sputum. (2) Closed tuberculosis cases. (3) Cases, 
not exposed to the infection or those who were im- 
mediately isolated and freed from exposure to Tu- 
bercle Bacilli. Since the investigations have been 
going on for only one year, the results are not val- 
uable. However, it is questionable whether the tu- 
berculin test indicates immunity. As far as the 
methods of administration are concerned the oral 
dosage varies too much with each patient. The sub- 
cutaneous test was more satisfactory. _ mee 


! 


906 


EDITORIAL DEPARTMENT 


N. E. J. of M. 
October 31, 1929 


Dr. Medlar raised the question of allergy to im- 
munity. All infected (29 per cent.) showed an aller 
gic reaction to the tuberculin test. He also advo- 
cated the use of dead B. C. G. as a control to sensi- 
tivity t. B. C. G. According to Dr. Medlar, Calmette 
denies the regaining of virulence of B. C. G. in cat- 
tle, from experimental studies, but Calmette did 
not mention the effect of ordinary bovine tubercle 
bacilli when injected subcutaneously into cattle. Dr. 
Medlar said that if B. C. G. is grown on a medium 
containing normal rabbit serum and if two or three 
sub-cultures are obtained, these sub-cultures injected 
intravenously will kill rabbits and guinea pigs. 

Dr. Baldwin, in his discussion, said that there is 
never a known immunity which at some time is not 
accompanied by allergy. 


Dr. Petroff in a later discussion suggested that it 
would be interesting to know the extent of Gastro- 
intestinal tuberculosis at autopsy. 


Dr. Haynes H..Fellows and Dr. Ada Chree Reid 
of New York explained and demonstrated the use 
of the fluoroscope for the physical examination of 
the chest. They stressed the following points: (1) 
One must accustom his eyes to the dark room. (2) 
Examine the chest as a whole. They inspect both 
sides. (3) Examine the mediastinum. The posterior 
mediastinum is seen from the side. (4) The dia- 
phragm is examined. Note especially the motion and 
the costophrenic angle. (5) In the lung field, ex- 
amine one intercostal space at a time. (6) Examine 
the apices. Push the muscles aside. (7) Repeat the 
examination of each interspace from the posterior. 
(8) Repeat the examination of the apices. 


NEW ENGLAND HEART ASSOCIATION 


This meeting will take place November 21, 1929, 
at 8.00 P. M., Ether Dome, Massachusetts General 
Hospital. 

Program: 

I. Experiences in Some European Cardiac Clinics, 
1928 to 1929. Dr. Paul Dudley White, Boston. 


II. Pericardial Surgery. Dr. E. D. Churchill, Bos- 
ton. 


FIFTH INTERNATIONAL CONGRESS OF PHY- 
SIOTHERAPY, LIEGE, BELGIUM, 4TH TO 8TH 
OF SEPTEMBER, 1930 


The organization of this Congress is progressing 
rapidly and we would draw the attention of physi- 
cians to the real union which will take place in 
Liege on the occasion of the International Exposition 
and the Centenary of Independence. 


The Congress of Physical Therapy presided over 
by Prof. Gunzburg and Prof. DeMunter has already 
received recognition by twenty foreign committees, 
among which the French section will be under the 
presidency of Prof. E. Gley of the Academy; the 
Holland section under the presidency of Prof. Van 
Breeman, Secretary of the International League for 
Rheumatism; the Swiss section under the presidency 
of Prof. Rosselet of the University of Lausanne, Sec- 
retary of the International Committee on Light; the 
Spanish section under the presidency of Du Doyen 
Recasens of the Faculty of Medicine of Madrid; the 
section of the Grand Duchess of Luxembourg under 


the presidency of Dr. Schmollet Weyler; the section 
of Poland under the presidency of Dr. E. Faber; the 
Portuguese section under that of Dr. Pires de Lima 
de Porto; the section of the United States of America 
under the presidency of Dr. William Benham Snow, 
Editor of Physical Therapeutics in New York; the 
Brazilian section under the presidency of Dr. F. Bar- 
rozo; that of England under the presidency of Dr. 
Kerr Russell; the Austrian section under Prof. 
Strasser of Vienna; Germany under Prof. Grober of 
Jena; Hungary under Professor von Dalmady; the 
French Colonies in Africa under Dr. Augebaud 
d’Oran. 


The important questions proposed are: (a) Rheu- 
matism and physiotherapy treatment. Papers by 
Profs. Gunzburg for Belgium, Van Breemen for Hol- 
land, Wierzejewsky for Poland. (b) Affections of 
the Central Nervous System and Physiotherapy. 
Paper by Dr. Delherm for France. 


Sections on Kinesitherapy, Electrology, Hydrology, 
Radiology and Actinotherapy will treat of special 
questions, for which about thirty authors were so- 
licited on the 15th of September, 1929. 


These sections will be organized according to the 
number who attend the Congress at Liege: 

International Committee on Rheumatism, Interna- 
tional Committee on Light, Curie Institute in Paris, 
Institute of Actinology in Paris, American Physical 
Therapy Association, American Roentgen Ray So- 
ciety, Radiological Society of North America, Physi- 
otherapeutic Sections of Paris, Belgium, Antwerp, 
Societies of Radiology of France, Poland, Belgium, 
French Society of Electrotherapy, French Federation 
of Medical States for Physical Education and Sports, 
Society of Hydrology of Belgium. 


Acceptances may be sent from now on to Dr. 
Dubois-Trepagne, Secretary-General, 25 Louvrex 
Street, Liege, Belgium, with the dues of 150 Belgium 
francs. This will facilitate the organization of a Con- 
gress which will be noteworthy among the sessions 
of 1930. 


GREATER BOSTON MEDICAL SOCIETY 


A joint meeting of the Greater Boston Medical 
Society and the Beth Israel Hospital will be held 
on Tuesday, November 5, 1929, at 8:15, at the Beth 
Israel Hospital. 

Program: 


1. The Treatment and Metabolism of Adult Osteo- 
malacia. With demonstration of Case. Samuel L. 
Gargill, M.D. 

2. Circulation Studies in a Case of Coarctation 
of the Aorta. With demonstration of Case. Hermann 
L. Blumgart, M.D. 

3. Orthopnoea—Its Mechanism and sities 
A. Carlton Ernstene, M.D. 

4. Ethyl Iodide Inhalations in Mycotic Infections 
of the Skin. Jacob H. Swartz, M.D. 

5. Clinical Value of the Sedimentation Rate of 
Red Blood Cells. A. Carlton Ernstene, M.D. 

6. Recent Clinical Studies of Velocity of Blood 
Flow. Hermann L. Blumgart, M.D. 


Louis Sitver, M.D., Secretary. 
483 Beacon Street, Boston, Mass. 
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SOCIETY MEETINGS, 
CONGRESSES AND CONFERENCES 

1929-1930—-Massachusetts Dietetic Association. Com- 

852, issue of October 24. 
mber 4, 5, an 929—Clinical Congress and 

Eighth Annual Moetine or the American College of Physi- 
cal Therapy. See page 149, issue of July 18, for details. 

November 5, 1929—Joint meeting of the Greater Boston 
Medical Society and the Beth Israe Hospital. Detailed 
notice appears above. 

November 21—New England Heart Association. 
plete notice appears on page 906. 

December 2-6—The Radiological Society of North Amer- 
ica. Complete notice appears on page 149, issue of July 18. 

February 10-14, 1930—American College of Physicians. 
Complete notice appears on page 853, issue of October 24. 

March-October, 1930—International Medical Postgradu- 

ate Courses in Berlin. Complete notice appears on page 
853, issue of October 24 

May 5-10, 1930—The International Congress on Mental 
Hygiene. , Detailed notice appears on page 853, issue of 
October 2 

ronerclhedl 4-8, 1930—Fifth International Congress on 
Physiotherapy. Complete notice appears on page 906. 


DISTRICT MEDICAL SOCIETIES 
Essex North District Medical Society 


November 7 — Thursday — Censors’ meeting at Hotel 
Bartlett, 95 Main Street, ’ Haverhill, (Telephone Ac at 
2 P. M. sharp. Candidates should present their diplomas 
to the Secretary one week in advance. 

January 8, 1930—Wednesday—Semi-annual at 
Centre Church Vestries, Main Street, corner of Vestry 
City Hall, Haverhill, (Telephone 548) at 
1 arp 


Com- 


May 1—Thursday—Censors’ meeting at Hotel Bartlett, 
95 Main Street, Haverhill, (Telephone 3430) at 2 P. M. 
sharp. Cand didates should present their diplomas to the 
Secretary one week in advance. 

May 7—Wednesday—Annual Meeting. 


J. FORREST BURNHAM, Secretary. 


Essex South District Medical Society 
nesday 


6, Sanatorium, Mid- 
“Cline Dinner 7 Speaker: Dr. 
Benjamin White Direoter of utitogio, and Vaccine Labo- 
ratory. Subject: “Serums and Vaccines in Prevention 


— nd Treatment of Disease.’’ General Discussion from the 

Thur rsday, November 7, 1929—Censors meet for < et 
nation of Candidates at Salem Hospital, at 3.30 P. M. 
Candidates should apply to the 1 acta (Dr. R. E. Stone, 


Beverly) at least one week p 
F1929_—Salem Hospital. Clinic 
‘ ard B. Sprague, 
Massachusetts gf Hospital Heart Clinic. Sub- 
ss in the Diagnosis and Treatment 
"Sonera Discussion from the floor. 
Wednesday, ny 8, 19 Beverly Hospital. Clinic 
5 P. M. Dinner 7 P. M. Speaker and Subject to be 
announced later 


aeons February 5, 1930—Council Meeting, Bos- 
Clinic Dinner 7 P. M. §S 


Hathorne. peake 
Dr. Winfred Subject: “Criminology and 
Psychiatry.”” Mr. Clark, District Attorney for Essex 


County, who will speak on the legal aspect. 
1930—Lynn Hospital. Clinic 5 
. S. Titus, Boston. 
Sub ect: “Some Aspects of Caesarean Section,” illustrated 
with Moving Pictures. General Discussion from the floor, 
April 2, 1930—Hotel Hawthorne, Salem. 
P. M. Speaker: Dr. Timothy Leary, Boston. 
Subject: ‘‘Diagnostic and Therapeutic Pitfalls in Intra- 
cranial Pyogenic 

Thursday, May 1 1930—Censors meet for Examination 
of Candidates at Salem Hospital at 3:30 P. M. 

Tuesday, May 13, 1930—Annual Meeting. The Tavern, 
Gloucester. Speaker: Dr. C. Macfie Campbell, Director 
of Boston Psychopathic Hospital. Subject to be an- 
nounced later. Ladies invited. Dancing. 


R. E. STONE, M.D., Secretary. 


Franklin District Medical Society 
The meetings of the Franklin District Medical Society 
will be held at the Weldon Hotel, Greenfield, Mass., on 


the second Tuesdays of November, January, "Mar ch and 
May, at 11 A. M. 


CHARLES MOLINE, Secretary. 
Hampshire District Medical Society 


The meetings of Hampshire District will occur at 11 
A. ber, February, 


M. the second Wednesdays of Decem 


and April and will be held at the Dickinson Hospital, 
Northampton. The annual meeting will be held in May. 


LUTHER O. WHITMAN, M.D., Secretary. 


Middlesex East District Medical Society 


November 13—At Readin 

January 15—At aoe? Harvard Club. 
March 12—At Melr 

May 13—At Unicorn ‘Country Club. 


ALLAN R. CUNNINGHAM, Secretary. 


Middlesex South District Medical Society 
November 6—Censors’ meeting. 


April 16, 1930—Annual meeting. Commander Hotel, 
Cambridge. Program to be announced. 


Winter meetings—jointly with Suffolk District. 
May, 1930—Censors’ meeting. 


ALEXANDER A. LEVI, Secretary. 


Norfolk District Medical Society 


November 25—Roxbury Masonic Temple. Dr. Roger 
ogy from the Standpoint of the General 


Graves, 
Practitioner.’’ Surgical discussion. Medical discussion. 
January 27, 1930—Roxbury Masonic Temple. ‘Recent 


Advances in Diagnosis and Treatment of Syphilis.” 
will be Drs 
eever 


February 24, 1930—Roxbury Masonic Temple, 8:00. Dr. 
Edwin H. Place has been invited to read a paper and has 
been nti carte blanche in the selection of his subject. 

March 24, 1930—Roxbury Masonic Temple. Dr. Burton 
E. Hamilton. Subject to be announced. 

May 6, 1930—Annual Meeting. Program to be ar- 
nounced. 

The Censors meet for the examination of candidates, 
November 7, 1929, and May 1, 1930, in the Roxbury Ma- 
sonic Temple, 171 "Warren Street, Roxbury, at 4:00 P. M. 

Applications must be in the hands of the Secretary 
at least one week previous to date of examination 

Owing to inability to engage the Roxbury Masonic 
Apartments on the last Tuesday of the month, such meet- 
ings as will be held in the Roxbury Temple ‘will be held 
Monday evenings as per the dates above. 


FRANK S. CRUICKSHANK, 
Secretary, Norfolk District Medical Society. 


The 
. C. Morton Smith and Austin W. 


Suffolk District Medical Society 
Censors’ Meeting. The Censors of the Suffolk District 
Medical Society will meet for the examination of candi- 


dates at the Medical Library, No. 8 The Fenway, Thurs- 
day, November 7, 1929, at 4:00 o’clock. 


Candidates should make personal ag to the 
Secretary and present their medical diploma at least one 
week before the examination 


LELAND S. McKITTRICK, Secretary. 
205 Beacon Street, Boston, Mass. 


BOOK REVIEWS 


Tularemia by Water M. Simpson, M.D. Paul B. 
Hoeber, Inc. 162 Pages. Price $5.00. 


A book on tularemia was to be expected because 
of the growing interest in this disease based upon 
our recently acquired knowledge of its widespread 
distribution and serious consequences in the way 
of long disability to the patient. 

The reviewer can only speak in terms of unre- 
served praise of this book by Dr. Simpson, who has 
made important contributions to the clinical and 
pathological knowledge of his subject. It is a small 
volume copiously illustrated with very excellent pic- 
tures. The book contains all facts of importance 
on this disease regarding the history, distribution, 


clinical manifestations, pathology, bacteriology, serol- 
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ogy, diagnosis and treatment. The chapter on the 
history is very interestingly written. There is a dis- 
tinct flavor of pride in this part of the volume but 
wholly pardonable pride in behalf of American work- 
ers and particularly of our Public Health Service, 
inasmuch as all the important facts from the first 
discovery of the bacillus of the disease by McCoy 
in rodents in Tulare County, California, down to the 
present stage of our knowledge, which has put us 
in complete possession of all facts necessary for the 
prevention and diagnosis of the disease, have been 
contributed by Government workers. The two frontis- 
pieces, portraits of Edward Francis and George W. 


McCoy, are wholly appropriate in deserved recogni- 
The book should prove 


tion of great public service. 
very useful to physicians throughout the United 
States wherever tularemia is frequently encountered. 
This of course includes practically the whole of the 
United States. Only the New England states and 
Washington are apparently free from the disease. 
The fact that hares and rabbits are the commonest 
sources of infection in man indicates how difficult 
the eradication of the disease will be. Recently ac- 
quired evidence that several of our important game 
birds are susceptible make the subject one of interest 
to the sportsman. The fact that the disease is also 
transmitted by the deer fly and by several species 
of ticks is explanatory of the extraordinary interest 
that bacteriologists and epidemiologists are showing 
in the causative agent of the disease—a plague-like 
bacillus. 

Rarely has the reviewer seen a volume that meets 
such a variety of needs. It is so entertainingly writ- 
ten that any intelligent layman and, particularly, 
sportsman, will find it interesting. The practising 
physician will find in it all the knowledge necessary 
for the recognition and treatment of the disease. 
The account of the pathology is fairly and adequately 
stated and also beautifully illustrated. Likewise the 
bacteriology and serology. The laboratory investi- 
gator of tularemia will find the book a great con- 
venience because of its text and the very complete 
bibliography appended. All in all, the reviewer takes 
great pleasure and satisfaction in recommending this 
most useful and timely book. 


Some Principles of Minor Surgery. By ZacHary 
Core. Oxford University Press. 159 Pages. Price 
$3.50. 


This latest book by Cope, the well-known English 
writer on various surgical topics, is an excellent 
piece of work and deserves to be widely read. As 
stated in the preface, Mr. Cope has not attempted 
to treat systematically the whole subject of minor 
surgery: he selects certain very important topics 
in the general field and treats them on the basis of 


the general principles. His chapters on wounds and 
the use of antiseptics seem especially good. There is 
a chapter dealing with the infections of the hand, 
which, as is acknowledged by the author, is in the 
main a summary of the work of Dr. Kanabel. There 
is also a section on the ambulatory treatment of 
fractures. 

In writing this book, Mr. Cope states that he de- 
signed it chiefly for post-graduate students. It seems 
to the reviewer, however, that it is an admirable 
book to put into the hands of medical students and 
that anyone called upon to do minor surgery would 
find it a profitable and concise presentation of a num- 
ber of important topics. 


BOOKS RECEIVED FOR REVIEW 


A System of Bacteriology in Relation to Medicine. 
Volume III. Published by His Majesty’s Stationery 
Office. 413 Pages. 

Diseases of the Stomach by Max Einhorn. Seventh 
Revised Edition. Published by William Wood and 
Company. 593 Pages. Price $6.00. 

Tularemia by Walter M. Simpson. Published by 
Paul B. Hoeber, Inc. 162 Pages. Price $5.00. 

Intern’s Handbook by Members of the Faculty of 
the College of Medicine, Syracuse University. Under 
the Direction of M. S. Dooley. Published by J. B. 
Lippincott Company. 254 Pages. 

International Clinics. Edited by Henry W. Cattell. 
Volume III, Thirty-Ninth Series, September 1929. 
Published by J. B. Lippincott Company. 308 Pages. 

Studies from the Rockefeller Institute for Medical 
Research. Volume LXIX. Published by the Rocke- 
feller Institute for Medical Research. 596 Pages. 

Diseases of the Blood by Paul W. Clough. Pub- 
lished by Harper and Brothers Publishers. 310 Pages. 
Price $2.50. 

The Female Sex Hormone by Robert T. Frank. 
Published by Charles C. Thomas Publisher. 321 
Pages. Price $5.50. 

The Nutrition of Healthy and Sick Infants and 
Children by E. Nobel, C. Pirquet and R. Wagner. 
Authorized Translation by Benjamin M. Gasul. 
Second Edition. Published by F. A. Davis Company. 
243 Pages. Price $3.50. 

Clinical Medicine for Nurses by Paul H. Ringer. 
Third Edition. Published by F. A. Davis Company. 


330 Pages. Price $3.00. 
The Health of the Mind by J. R. Rees. Published 
by Washburn and Thomas. 266 Pages. Price $2.50. 


Die Chirurgie by Prof. Dr. M. Kirschner and Prof. 
Dr. O. Nordmann. Lieferung 25. Published by 
Urban and Schwarzenberg. 608 Pages. 

Practical Local Anesthesia and Its Surgical Tech- 
nic by Robert Emmett Farr. Second Edition, 
Thoroughly Revised. Published by Lea & Febiger. 
611 Pages. Price $9.50. 
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